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Description

The following guidelines have been developed and approved by the Colorado Springs Fire Department and American
Medical Response (AMR) in conjunction with a working group representing SCRETAC, SECRETAC and P2PRETAC. The
guidelines delineate the expected standard of care and acts allowed for EMT, EMT-IV, AEMT, EMT-I and paramedic
providers functioning under our medical direction.

Colorado EMS Providers working in the prehospital setting are expected to adhere to the scope of practice established in
Colorado Department of Public Health and Environment,

6 CCR 1015-3 CHAPTER TWO - RULES PERTAINING TO EMS PRACTICE AND MEDICAL DIRECTOR OVERSIGHT. The working
group utilizes these rules to establish guidelines to be used as guidelines for operation during prehospital EMS calls. They
are also intended to serve as guidelines to ensure that all personnel falling under our medical direction are trained in
proper prehospital patient care.

Understanding communication challenges faced by many of southern Colorado’s EMS providers, medical director(s) may establish
the circumstances and methods by which an EMS provider obtains authorization to perform any medical act, skill or medication.

Where evidence-based practice has been available, the medical director group has diligently evaluated the research
available and drafted guidelines that will assist EMS providers in providing the best possible patient care. Where evidence is
lacking, we have relied on best practices, expert advice, and consensus to guide the development of the guideline or
procedure. Moving forward, these guidelines are to be reviewed on a six month basis and updated when necessary to
reflect advances in the art and science pertaining to the care of acutely ill and injured patients.

No guideline can account for every clinical scenario encountered as EMS is performed in a stressful environment with time-
critical decisions. No specific patient care matrix can be developed that will cover every type of injury, iliness, and
complicating circumstance that prehospital providers will encounter while providing on-scene care. From time to time, it is
expected that circumstances will arise that are not covered within these guidelines. In such instances, providers should
function within their scope of practice and use all available resources (including On-Line Medical Consultation) to ensure
the best outcome supported by documented clinical reasoning and sound judgment.

These guidelines represent a significant change in formatting from previous versions. The hope is that by significantly
streamlining them, these guidelines will be much more “user-friendly” for every level of provider covered under our
medical direction. The guidelines are now presented in a format intended to reflect real-time decision making processes.
Although these new guidelines imply a specific sequence of actions and/or procedures, it may often be necessary to provide
care out of sequence from that described, if dictated by clinical circumstances. Remember that there is no substitute for
sound clinical judgment. We encourage providers to search for more in-depth knowledge and understanding of patient
management principles by accessing up-to-date textbooks, literature, and research materials and to seek out continuing
education opportunities related to the practice of prehospital medicine.

By moving the guidelines to an electronic format, it will be possible to immediately link directly to a referenced guideline,
procedure and/or medication by clicking on a hyperlink, which is in blue and underlined. The guidelines can still be printed
for reference guides; they just won’t be quite as easy to navigate, especially during a real-time, decision-making situation.

Thanks to everyone who has provided assistance in guideline development and review. Any project this complex and

detailed is prone to errors. Please review these guidelines carefully and route any potential errors, unclear directions, or
suggestions for improvement to your agency’s EMS Officer or medical director.
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Finally, and most importantly, we thank every one of you for your dedication and commitment every day to providing the
best, most compassionate prehospital medical care to the citizens of our respective communities.

Guideline Key

For guidelines using an algorithm format, acts allowed for each provider certification level are identified by borders around
the appropriate instruction boxes using the following color key:

EMT

Individual medication and procedure guidelines include a color-coded box at the top, indicating whether a specific provider
level is allowed to administer the medication, if the medication can be administered as a standing order (SO), requires base
contact for a verbal order (VO), and requirements for any repeat doses. Anywhere there is a “NO” it is not allowed.

Provider Level 1* Dose | Repeat Dose
EMT NO NO
Paramedic SO SO

Medications or procedures that are only allowed to be performed by agencies with a current State-approved waiver to
the acts allowed are clearly marked and indicated with an asterisk*and outlined or written in BROWN.

Medications and procedures will be CAPITILIZED, italicized, underlined and in written in BLUE to signify a hyperlink.

Teaching points deemed sufficiently important to be included in algorithm-based guidelines are located in grey-filled
boxes.

Pediatric Guidelines

For the purposes of these guidelines, pediatric patient’s are defined as birth until patients weight based calculations equal
the adult dose, see GENERAL PEDIATRIC OVERVIEW. Pediatric specific information will be noted by PURPLE TEXT.

Guideline Education and Training

The curriculum for initial EMS provider training may not cover some of the treatments, procedures, and medications
included in these guidelines. The acts allowed by Colorado’s Chapter Two Rules are more extensive than those required to
be taught using the National EMS Scope of Practice model.

Therefore, it is the responsibility of all EMS agencies and their Medical Directors to ensure that initial training, verification
of competence, and maintenance of the skills falling outside traditional EMS education are documented for all agency
providers. This may be of additional importance when training and orienting new providers, providers moving to a higher
level of certification, and providers new to Colorado, prior to allowing them to practice independently.

A001 Revised: 11/14/2018
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Description

a. This guideline is intended to refer to individual patient contacts

b. When in doubt as to whether individual is a “patient”, err on the side of caution and perform a full assessment as
well as documentation.

c. No guideline can anticipate every scenario and providers should use best judgment

Person is > 18 years old
OR
Emancipated minor
OR
Legal guardian

Person meets decision-making capacity criteria
(Must meet all criteria)
e Understand the nature of the illness or injury
o |s, alert, oriented, reliable, calm, and cooperative
e No IMPAIRED JUDGEMENT from intoxication, recreational drugs,
or distracting injury/illness AND can make reasoned and rational
decisions (based on provider discretion)

‘]

lliness or injury suspected based on appearance or MOI
Or
Lift assist WITH apparent injury or complaint

-]

Person has a complaint resulting in a call for help @

@

Person DOES NOT meet definition Individual MEETS definition of a
of a patient, and DOES NOT require Patient
refusal of care or PCR (PCR REQUIRED)

A002 Revised: 11/14/2018



Decision Making Capacity

a. A person has appropriate decision making capacity if he or she;
e s alert, oriented, reliable, calm, and cooperative AND
e s able to understand the nature and consequences of his or her illness or injury AND
e s able to understand the nature and consequences of the proposed or refused treatment AND
e No IMPAIRED JUDGEMENT from intoxication, recreational drugs, or distracting injury/illness AND can
make reasoned and rational decisions (based on provider discretion).

b. The patient should be assessed to determine that they are oriented, have an understanding of what happened,
what may possibly happen if treated or not treated, and have a plan of action —such as how to get home from
scene if refusing treatment.

c. Ifthe patient does not have appropriate decision making capacity under these guidelines, consent should be
obtained from another responsible party

e Must also have appropriate decision making capacity and be legally "of age", spouse, adult son or
daughter, parent, adult brother or sister, or legal guardian.

d. If the patient does not have appropriate mental capacity and none of the above persons can be reached, the
person should be treated and transported to a medical facility.

e |tis preferable to enlist support and agreement in this course of action from law enforcement.

Consent

a. A patient has the right to consent to or to refuse treatment. If the patient does not have decision making capacity,
a relative or guardian has this same right (see below).

e Age of consent varies with different states. In general, the patient must be over 18 years of age or
between 15 and 18 years and "emancipated,” (i.e., living apart from his or her parents).

e Emancipated Juvenile per Title 19 section 19-2-511 of the Colorado Revised Statutes is anyone > 15 and
< 18 years of age who has, with the real or apparent consent of the juvenile's parents, demonstrated
independence from the juvenile's parents matters of care, custody, and earnings. The term may include,
but shall not be limited to, any such juvenile who has the sole responsibility for the juvenile's own
support, who is married, or who is in the military.

b. Consent is "implied" when the patient is unable to consent to treatment due to age, mental status, or medical
condition AND no responsible party is available to grant that consent.
c. Inno event should legal consent procedures be allowed to delay immediately required treatment.

e If the time delay to obtain lawful consent from an authorized person would present a serious risk of
death or serious impairment of health, or would prolong severe pain or suffering of the patient,
treatment may be undertaken to avoid that risk.

d. Ifthe patient is a minor, consent should be from a competent natural parent, adopted parent, or legal guardian.
e. Involuntary Consent: a person other than the patient in rare circumstances may authorize consent.

e This may include a court order (guardianship), authorization by a law enforcement officer for prisoners in
custody or detention, or for persons under a mental health hold or commitment who are a danger to
themselves or others or are gravely disabled.

Special Considerations
a. ltis preferred to render care in “good faith” which may help reduce the risk of legal consequence for failure to
treat and/or negligence
e Do not let fear of legal consequences prevent rendering care
b. The best defense against any legal question of consent, decision making capacity, and the need for care, is a good
prehospital care report.
e A written account of the patient and care rendered will be invaluable if legal questions are raised months
later and will convey competence and adherence to standards of care

A003 Revised: 11/14/2018




Description

a. Any patient who has decision-making capacity may refuse treatment, examination or transport. This guideline is
designed to assist the prehospital provider manage patients who refuse care and/or treatment.
b. The patient MUST:

e Alert, oriented, reliable, calm, and cooperative

e Understand the nature and consequences of his or her illness or injury

e Understand the nature and consequences of the proposed or refused treatment

e Have no IMPAIRED JUDGEMENT from intoxication, recreational drugs, or distracting injury/illness AND can
make reasoned and rational decisions (based on provider discretion).

e Voluntarily refuse treatment or transport

c. The EMS personnel on scene are responsible for:

e Reasonable assessment of the patient to determine if there is an injury, iliness, or reason for transport and
treatment. They should consider the nature of the incident, potential mechanism, obvious actions of the
patient, as well as their verbal statements.

e  Making sure the refusal is informed and voluntary

Refusal Qualifications

a. The role of medical control contact is to assist in determining or verifying the patient’s ability or inability to make
medical treatment decisions and assist when transport should be done. It is imperative that an accurate and concise
report be given for the physician to be able to provide situational advice.

b. Medical Control DOES NOT need to be made (standing order) in cases where ALL of the following are present:

e Patient is one of the following:
i Is > 18 years of age or

ii. Emancipated minor or

iii. Minor with parent-guardian on-scene or available via phone
e NO life threatening/debilitating injuries or acute medical illness
e NO reasonable expectation of patient condition worsening

c. Consider Medical Control contact IF further guidance is needed in situations such as, but not limited to the following:

e Minor(s) is/are NOT left in the custody of the parents or guardians
e All EMS personnel are NOT in agreement or have doubts regarding the patient’s ability to refuse
e Life threatening or debilitating injuries present
e Acute medical illness present (with exception of resolved hypoglycemia with known diabetic etiology)
e Potential life threatening medical illness present

Documentation

a. All patients that are assessed REQUIRE at least one (1) set of vital signs as well as a patient care report and the Patient
Refusal Disposition Form.
b. Completed Refusal Disposition Form distribution
e  White copy given to the Primary Agency taking refusal and scanned into ePCR system.
e Yellow copy given to Secondary Agency (other EMS/Fire) on scene
e  Pink copy given to the patient
e Scan original into ePCR system
c. Refer to local standard operating procedures or guidelines for agency specific documentation guidelines
d. [Ifthereis no signature, document reason in the narrative (i.e. patient refuses to sign etc.)

Individual Protocols

a. Ifthe patient has a CARES initiated individual protocol, no patient refusal is needed

A004 Revised: 11/14/2018
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Description

a. All patients will require a minimum amount of supportive care and assessment; while some will require a more
advanced assessment and care. This guideline is designed to lay out the minimum requirements for BLS and ALS
care with some situational specifics.

Assessment

a. A complete patient assessment is critical for identifying injuries or illness. It helps to create a working diagnosis
that will guide treatment decisions by the healthcare provider. It involves five steps: scene evaluation, primary
assessment, medical interview, secondary assessment, and reassessment.

Vital Signs

a. In most medical settings, the standard vital signs are as follow: pulse rate, SpO,, respiratory rate, blood pressure,
and body temperature/condition. In some instances, along with base vital signs, patient assessment can be
expanded to evaluate EtCO,, blood glucose, EKG (including 12 lead when clinically indicated), lung sounds,
Glasgow Coma Scale (when clinically indicated), capillary refill, and/or pupils. The EMS provider is responsible for
recognizing when to expand the needed vital signs to help ensure a comprehensive assessment.

e If time allows, acquire multiple sets of vitals to identify trends
e Unstable patients SHOULD have vital signs assessed every 5 minutes

b. Adult Vital Signs: Normal Ranges
e Normal vital sign ranges for the average healthy adult while resting are:
o Blood pressure: 90/60 mm/Hg to 120/80 mm/Hg
o Breathing: 12 to 18 breaths per minute
o Pulse: 60 to 100 beats per minute
o Temperature: 97.8°F to 99.1°F (36.5°C to 37.3°C)/average 98.6°F (37°C)
c. Pediatric Vital Signs: Normal Range, see GENERAL PEDIATRIC OVERVIEW

General Supportive Care

a. Basic Life Support
e  Oxygen therapy
o  Maintain patent airway and SpO, Sat > 90% < 98%
e  EtCO, monitoring, if clinically indicated
e  Monitor vital signs
e Splinting/wound care if clinically indicated
e  Vascular access (IV/10) if clinically indicated
e Venous sampling (blood draw), if clinically indicated
e Transport to the MOST appropriate facility

b. Advanced Life Support
e All of the BLS Supportive care listed above
e Cardiac monitoring when clinically indicated
e 12-lLead EKG assessment when clinically indicated including serial EKGs and post arrest evaluation
e Antiemetic, if clinically indicated
e Pain management, if clinically indicated

A005 Revised: 7/5/2016



Description

a. This guideline is designed to help the prehospital provider understand nuances of the pediatric patient
b. Pediatric patients are defined as birth until patients’ weight based calculations equal the adult dose
e  Benzodiazapines are an exception to the above statement

Medical Treatment Age Ranges
a. Age ranges will differ for transport as well as RSI refer to specific guideline
e  For specific facility, see DESTINATION GUIDELINE
e For consent, see CONSENT GUIDELINE
e ForRSI, see WAIVER GUIDELINE
e  For surgical cricothyrotomy, see AIRWAY PROCEDURES GUIDELINE

Normal Pediatric Vital Sign Ranges

The below values are meant to guidelines and can vary slightly from other pediatric reference tools
Neonate (<28 days) 40 to 99 30to 53 100 to 205 67 to 84 <60 45t07
Infant (1-12 months) 127 +/-24 30to 53 100 to 190 72 to 104 <70 9to 22
Toddler (1-2 years) 137 +/-24 22 to 37 98 to 140 86 to 106 <70 + (age in years x2) 22 to 31
Preschooler (3-5 years) 128 +/-24 20 to 28 80to 120 89to 112 <70 + (age in years x2) 31to40
School Age (6-11 years) 90 to 180 18 to 25 7510118 97 to 115 <70 + (age in years x2) 41to0 92
Adolescent (12 to 15 years) 90 to 130 12to 20 60 to 100 110to 131 <90 >110

Normal pediatric SpO2 values have not yet been decisively recognized and are lower in the immediate newborn period. Normal levels are stable with age. In general, a Sp0O2 of <92%
should be a cause of concern and may be suggestive for a respiratory disease or cyanotic heart disease.

Temperature ranges do not vary with age. Axillary, tympanic and temporal temps for screening (less accurate). The temperature to be considered a fever is pediatric patients is 100.4 F
Reference: Chris Novak and Peter Gill for_http://www.pedscases.com/

Brief Resolved Unexplained Event (BRUE) formerly known as Apparent Life Threatening Event (ALTE)

a. Aninfant <1 year of age with episode frightening to the observer characterized cyanosis or pale complexion;
absent, decreased, or irregular breathing; marked change in muscle tone (hyper- or hypotonia); or altered
responsiveness but resolved.

b. BRUE is diagnosed only when there is no explanation for a qualifying event after conducting an appropriate history
and physical examination

e  Any child with an BRUE SHOULD be transported to ED for evaluation, monitor vital signs en route

c. Make sure to document the following:

e Document observer’s impression of the infant’s color, respirations and muscle tone
e Was the child apneic, or cyanotic or limp during event?

e Was there seizure-like activity noted?

e Was any resuscitation attempted or required, or did event resolve spontaneously?
e How long did the event last?

Special Considerations

a. For pediatrics, reference Pediatric Field Guide, Broselow Tape, Handtevy Guide, or approved apps

b. Airways are smaller, softer, and easier to obstruct or collapse

c. Respiratory reserve is small. Minor insults such as improper positioning, emesis, stomach filled with air, or airway
narrowing can lead to major problems.

d. Circulatory reserve is also small. The loss of one unit of blood is sufficient to account for severe shock or death in
an infant. Conversely, 500 mL of unnecessary fluid can result in acute pulmonary edema.

e. Vital signs and level of consciousness are difficult to assess. History, a high index of suspicion, and "soft signs" can
be critical. Listen to the parents. They know when changes have occurred, even if they have difficulty expressing
what has changed.
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Description

a. This guideline is designed to assist the prehospital provider with the proper patient transport destination
b. Destination choices should be based on the following:
e Patient’s request
e  Request by family, primary care physician, or caretaker
e Nature and/or severity of the patient’s condition
e  Proximity to hospital
e  Specialty care provided by a particular facility
e If the patient exceeds EMS capabilities for stabilization, you may transport to ANY emergency department
regardless of hospital destination level or capabilities.

c. If the patient has no hospital preference, transport them to the closest hospital. The destination decision MUST be
documented in the destination box of the PCR and include the reason. (Closest - no preference, patient request, family
request, staff request, trauma center, burn center; hospital divert, triage, paramedic divert).

d. When necessary, responsibility for determining patient destination lies with the on-scene medical control, EXCEPT in the
following situations:

e In multi-casualty incidents, the destination responsibility lies with the Medical Supervisor on scene, or, if
appointed, the Transportation Unit Leader or Group Supervisor.

e  Police may determine hospital destination for individuals in custody or under arrest if not seriously ill or injured.
In serious or critical situations, patients will be transported to the most appropriate facility.

e Trauma patients meeting the criteria for transport to a trauma center MUST be taken to an appropriate trauma
center designated pursuant to the Statewide Trauma Care System Act.

e. Trauma Destination guidelines may be overridden for patients in EXTREMIS who are NOT expected to survive to the
appropriate trauma center. Examples include inability to secure or maintain an appropriate airway, loss of pulses or
blood pressure en route, etc.

f.  When a hospital is on divert, the patient SHOULD be taken to the next most appropriate hospital.

e If ALL hospitals are on divert, facilities are then required to accept patient as if they are not on divert
e The following are appropriate reasons to override ED Divert status
i. Cardiopulmonary arrest
ii. Imminent cardiopulmonary arrest
iii. Unmanageable airway emergencies
iv. Unstable trauma and or burn patients
v. Patients meeting “Cardiac Alert” criteria (participating hospitals)
vi. Patients meeting “Stroke Alert” criteria (participating hospitals)
vii. Imminent breach delivery

Specific Destination Guidelines

Condition Penrose Hospital Memorial Hospital St Francis Memorial Hospital Grandview
(Central) Medical Center (North) Hospital
Critical lllness (Adult) YES
General lliness (Adult) YES
Critical lllness (Pediatric) \[e]
General lliness (Pediatric) YES
STEMI YES
CVA: CSTAT <2 YES
CVA CSTAT >2 \[o]
Behavioral/ETOH YES
YES
SN (el s Call Prior to Transport
OB <23 weeks YES

OB >23 weeks YES
Patients with military DOD ID cards and with nonlife-threatening and/or psychiatric conditions SHOULD be considered for transport to Evans Army Community
Hospital on Fort Carson. Contact Evans Medical Control ER at 719-526-7526
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Trauma Triage Decision Scheme

a. The below guideline is designed off of specific Colorado State criteria
b. Pediatric trauma age is defined as anyone <15 years old

Able to adequately ventilate patient?

Transport to closest hospital

**Physiologic Criteria**
Any one of the following?

ADULT

PEDIATRIC
Intubation or assisted ventilations e Intubation or assisted ventilation
Respiratory rate <10 or >29 e Any S/S of respiratory insufficiency;
Systolic BP <90 o Severe hypoxia
GCS motor score <5 o Accessary muscle use, grunting or abdominal breathing
e Any S/S of abnormal perfusion such as;
o Delayed cap refill >2 sec
o Low systolic BP for age

ADULT: Transport to Memorial Central
or Penrose Main

PEDIATRIC: Transport to Memorial
Central

**Anatomic Criteria**

Any one of the following (known or suspected)?
Penetrating injuries to the head, neck, torso, or extremities above the elbow or knee
Flail chest
TWO (2) or more proximal long bone fractures (humerus and/or femur)
Unstable pelvic fracture
Paralysis or other evidence of spinal cord injury
Amputation above the wrist or ankle
Crushed, degloved, or mangled extremity
Open or depressed skull fracture

é

**Mechanism of Injury Criteria**
Any one of the following?

Falls >20 feet
High risk auto crash with such components as:

o Intrusion of vehicle >12 inches in occupant compartment and/or >18 inches of any site

o Ejection (partial or complete) from automobile

o Moderate/high speed crash with unrestrained or improperly restrained child
Auto versus pedestrian/bicyclist thrown, run over, or with significant impact (auto traveling >20 mph)
Motorcycle crash >20 mph
Events involving high energy dissipation such as:

o Ejection from motorcycle, ATV, animal, etc.

o Striking a fixed object with momentum

o Blast or explosion
High energy electrical injury

ADULT: Transport to Memorial Central
or Penrose Main

PEDIATRIC: Transport to Memorial
Central

é

ADULT: Transport to Memorial Central,
Penrose Main, Memorial North, or St
Francis

PEDIATRIC: Transport to Memorial
Central

Consider transport to St. Francis for
stable patient with single system injury

**Other Considerations**
Older adult: the risk of death increases after age 55 years
Anticoagulation or bleeding disorders
End stage renal disease requiring dialysis
Pregnancy >20 weeks gestation
Suspicion of hypothermia
Intra-abdominal injury/seat belt sign
Burns >10% TBSA (2™ or 3™ degree) and/or to the hands, face, feet, groin, or inhalation injury
EMS provider judgement for triage to a higher level trauma center

ADULT: Transport to Memorial Central,
Penrose Main, Memorial North, or St
Francis

Pregnant patients >23 weeks: transport
to Memorial Central
- If stable, may consider St Francis or
Memorial North

PEDIATRIC: Transport to Memorial
Central
- If stable, Consider transport to St.
Francis for stable patient with single
svstem iniurv

0 ¢
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Description

a. This guideline is to assist the prehospital provider in making resuscitation decisions. It applies to patients of all
ages, including victims of SIDS. It cannot address all possible contingencies therefore; the provider should, when in
doubt, attempt resuscitation.

e  Once advanced life support has been initiated, care should NOT be terminated EXCEPT as outlined in
these guidelines.

Death in the Field Indications

a. An obvious death in the field is a standing order as long as the below criteria is met.

b. Determination of death in the field (without initiation of resuscitation) SHOULD include the following instances;
e Patient is unresponsive, pulseless, apneic, AND
i. Decapitation, or
ii. Decomposition, or
iii. Rigor mortis or dependent lividity with warm air temperature, or
iv. Down time >15 minutes as related by an apparently reliable source, or
v. Any advanced directive or
o Physician orders as specified on the Colorado Medical Orders for Scope of Treatment
(MOST) form: “No CPR. Do Not Resuscitate/DNR/Allow Natural Death”, present with the
patient
vi. Open cranium with exposed brain matter, or
vii. Penetrating trauma to the neck or torso that is incompatible with life , or
viii. 3™ degree burns >90% BSA (incineration) or
ix. Multiple casualty situations where system resources are required for stabilization of viable
patients.

Termination of Resuscitation Indications

a. Consider termination after no reversible causes have been identified if ONE of the following criteria is met:
e ALS Providers
i. The patientis in asystole or PEA
ii. EtCO, is <10 after 20 minutes of ALS care AND there is no return of spontaneous circulation
o This is NOT intended to change the course of treatment once transport has been
initiated.
iii. Itis not recommended to transport patients to a facility without a pulse
e BLS Providers:
i. No ROSC despite “no shock advised” on 3 sequential AED analysis
ii. Trauma (all levels)
i. No ROSC following appropriate interventions, which may include opening the airway, bag-valve-
mask ventilation, advanced airway, needle decompression, fluid therapy, and/or pelvic binding
as clinically indicated.
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Special Considerations

a. The following patients found pulseless and apneic warrant resuscitation efforts beyond 20 minutes and SHOULD
be transported:
e Hypothermia
e  Drowning with hypothermia and submersion <60 minutes
e  Pregnant patient with estimated gestational age 223 weeks (obvious pregnancy)
e Lightning strike/significant electrocution

b. Sustained ventricular fibrillation or pulseless ventricular tachycardia SHOULD continue to receive resuscitative
efforts on scene until the patient converts to asystole or PEA, or has a persistent EtCO, <10.

c. Once transport has been initiated, care should be continued until the patient has been delivered to the
appropriate facility.

e Consider non emergent transport if termination of resuscitation conditions have been met.

d. Only the coroner can provide time of death. When documenting please use the phrase “termination of
resuscitative efforts” and provide the time of termination and document the agency’s primary medical director
name as the standing order physician.

e If medical control is contacted document the name of the physician and details of the discussion.

Potential Crime Scene

a. If the situation appears to be a potential crime scene;

e During patient care limit scene alteration as much as possible beyond what is required for patient care
and scene safety.

e Observe the position of anything relevant to the body (such as sheets, weapons, etc.) and the position of
the body. Make notes (for law enforcement) about these and about anything disturbed as soon as
possible.

e Do not leave the scene until law enforcement assumes control

e Consider shielding the body if in public view as long as it does not disturb the potential crime scene.

Documentation

a. Documentation is extremely important when dealing with a death in the field or termination of resuscitation
and SHOULD include the following:
e  Position of the patient when found
e Details on the environment
e Name of the physician contacted for pronouncement
e Name of the person/entity the patient was released to (police, nursing home, Hospice, coroner etc.)
e How the DNR/ advanced directive was identified
e Attach EKG to ePCR, if applicable
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Description

a. This guideline is designed to assist the prehospital provider in determining mandatory reporting situations as per
C.R.S. 19-3-304 passed in 2014 which extends the role of mandated reporters to EMS providers in Colorado.

Definition of Abuse

a. Anyrecent act or failure to act on the part of a parent or caretaker which results in death, serious physical or
emotional harm, sexual abuse or exploitation OR an act or failure to act which presents an imminent risk of
serious harm.

b. Forms of Abuse

e Neglect
e  Physical
e  Sexual

e Emotional

Mandatory Reporting

a. Mandated reporters are to “register their suspicion” of abuse. This is not considered a direct accusation
b. Informing providers at the receiving facility of suspicions for DOES NOT meet the requirements of a mandated
reporter - EMS providers ARE REQUIRED to register their suspicion with the appropriate authorities.
c. If the mandatory reporter suspects one of the following they are to immediately report the information to local
law enforcement and/or appropriate authorities either by written and/or verbal report:
e Known or suspected above mentioned abuse on a child or “at-risk elder,” who is 70 or older
e  Adult with domestic assault injury
d. Report Information
e The name, address, age, sex, and race
e The name(s) and address(s) of the person(s) responsible for the suspected abuse or neglect (if known)
e The nature and extent of the injuries (if known)
e Knowledge of previous cases of known or suspected abuse or neglect
e The family composition, including any siblings
e The name, address and/or contact phone number, and occupation of the person making the report
e Relation of the person making report to the child and/or how information was obtained
e Any action taken by the reporting source
e Any other information reporting person feels is important.
e. Mandatory reporters that DO NOT report abuse can be:
e Charged with a class 3 misdemeanor
e Liable for damages proximately caused by failing to report

Special Considerations

a. Call 1-844-C0O-4-Kids or 1-844-264-5437 to report your concerns if law enforcement or appropriate authorities are
unavailable.
Protecting patient confidentiality DOES NOT legally justify a failure to report
There is established immunity for reporters “acting in good faith”
d. During transport and treatment;
e Confine history to pertinent medical needs
e  Observe patients behavior around caregivers
e Provide same-sex provider if possible and respect patient’s emotional needs
e Don’tjudge, accuse or confront victim or suspected assailant
e Protect evidence when dealing with assault, no washing or changing clothes
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Description

a.
b.

This guideline is designed to assist the prehospital provider with physicians on a scene of an incident
EMS Medical Directors have directed that a physician wishing to take responsibility for a patient on the scene
must identify him/herself as a physician and should be able to show his license; otherwise prehospital care
providers are obligated to continue their treatment of the patient.
Non-EMS system physicians may direct patient care if they:

e Areonscene AND

e Identify as well as show proof (MD or DO license) AND

e  Agree to assume care of the patient AND

e  Sign the PHYSICIAN RESPONSIBILITY AT THE SCENE form AND

e Stay with that patient until reaching the hospital, preferably in the transporting vehicle

Special Considerations

a.

If the MD contradicts any EMS guidelines, the highest level EMS provider will follow EMS guidelines in care of the
patient.
Notify the receiving facility that the patient is in the care of a licensed physician that is accompanying patient to
the hospital.
Document what physician was available through medical control as well as the physician who accepted
responsibilities.

a. Name

b. License number and state

c. Contact phone number

Physician Responsibility Signature

The EMS Medical Directors would like to remind any physician wishing to take responsibility for a patient on the scene
must identify him/herself as a physician and should be able to show his license; otherwise, prehospital care providers are
obligated to continue their treatment of the patient. If the physician assumes responsibility for the patient, it is his/her
responsibility to stay with that patient until reaching the hospital, preferably in the transporting vehicle.

As a physician who plans to assume care of this patient, | understand that the prehospital care providers are acting under
standing orders and are performing under the license of their physician advisor. | feel that | can provide care to this patient
that is more beneficial than that available through the prehospital care system of EMTs and Paramedics. | request,
therefore that | be allowed to assume care and | agree to accompany the patient to the hospital.

Signature

Please Print Name
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Description

a.

This guideline is designed to assist the prehospital provider with specific acts allowed during an interfacility
transport.

Prehospital providers may, under the supervision and authorization of a medical director, perform advanced
emergency medical care acts and or administer medications consistent with and NOT to exceed those listed in
Appendices A through D of CHAPTER TWO - RULES PERTAINING TO EMS PRACTICE AND MEDICAL DIRECTOR
OVERSIGHT

The following medical skills and acts are approved for interfacility transport of patients, with the requirements
that the skill, act or medication allowed must have been initiated in a medical facility under the direct order and
supervision of licensed medical providers, and are NOT authorized for field initiation.

EMS providers should continue the same medical standards of care with regards to patient monitoring that were
initiated in the facility.

EMS providers at any level of certification SHALL decline to transport any patient he or she believes requires a
level of care beyond his or her scope of practice.

Patients who require special monitoring (e.g. central venous pressure, intracranial pressure), transport of multiple
IV medications, or specialized equipment (i.e. intra-aortic balloon pump) should remain under the care of an
experienced critical care practitioner, and every attempt should be made to transport these patients while
maintaining an appropriate level of care. The capabilities of the facility and the transporting agency and, most
importantly, the safety of the patient should be considered when making transport decisions.

Any medical skill and act not included in the following table is not allowed unless a waiver to the rules has been
granted.

The EMS provider will determine transport priority and may delay the transfer due to high risk weather and/or
patient condition assessment. Refer to individual agency policy.
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Interfacility Transport Acts Allowed Paramedic

Fluid Administration/Maintenance

Monitoring and maintenance of hospital/medical facility-initiated crystalloids NO
Monitoring and maintenance of hospital/medical facility-initiated colloids (non-blood NO
component) infusions

Monitoring and maintenance of hospital/medical facility-initiated blood component infusion NO
Initiate hospital/medical facility supplied blood component infusions NO
Total parenteral nutrition (TPN) and/or vitamins NO

Airway/Ventilation/Oxygen

Ventilators - Automated Transport (ATV)1 NO

! Use of automated transport ventilators (ATVs) is restricted to the manipulation of tidal volume (TV or VT), respiratory rate (RR), fraction of inspired oxygen (FIO2), and positive end
expiratory pressure (PEEP). Manipulation of any other parameters of mechanical ventilation devices by EMS providers requires a waiver to these rules.

Aortic Balloon Pump Monitoring NO
Chest Tube Monitoring NO
Central Venous Pressure Monitor Interpretation NO
Cardiac Medications
Anti-arrhythmic - amiodarone - continuous infusion NO
Anti-arrhythmic - lidocaine - continuous infusion NO
Anticoagulant - glycoprotein inhibitors NO
Anticoagulant - heparin (unfractionated) NO
Anticoagulant - Low Molecular Weight Heparin (LMWH) NO
Diltiazem/ Cardizem infusion NO
Dobutamine NO
Epinephrine - infusion NO
Nicardipine NO
Nitroglycerin, intravenous NO
Norepinephrine NO
High Risk OB Medications
Magnesium sulfate infusion NO
oxytocin / Pitocin infusion NO
Miscellaneous Medications
Antibiotic infusions NO
Antidote infusion - sodium bicarbonate infusion NO
Electrolyte infusion - magnesium sulfate NO
Electrolyte infusion - potassium chloride NO
Insulin NO
Mannitol NO
Methylprednisolone/ Solu-cortef - infusion NO
Octreotide NO
Pantoprazole/ Protonix NO
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Description

a.

This guideline is designed to assist the prehospital provider with specific skills and or medications allowed through
the waiver process.

In Colorado, the EMS provider scope of practice is defined by the Colorado Division of Public Health and
Environment (CDPHE). Their decisions are based on recommendations from the Colorado Emergency Medical
Practice Advisory Council; a state council of experts in EMS. The EMS scope of practice for Colorado is known as
“CHAPTER TWO - RULES PERTAINING TO EMS PRACTICE AND MEDICAL DIRECTOR OVERSIGHT”

If a medical director wishes to allow the EMS providers serving under their license to go beyond Chapter 2,
granting additional medications or skills into their treatment options, they may apply to the EMPAC for a waiver of
the skill or medication they wish to add; or for what additional indication they would like to use an existing
medication. If enough medical directors are applying for the same waiver, the EMPAC can consider moving the
waivered skill or medication into the standard scope of practice at the next review and revision.

Scope of practice waivers may be authorized by the medical director under standing orders or direct verbal order
of a physician, including by electronic communications, depending upon what was specifically requested in the
application and what the EMPAC specifically approved.

NO EMS provider shall function beyond their scope of practice identified in Chapter 2 until their medical director
has received official written confirmation of the waiver being granted by the department AND the medical director
has given them specific permission to do so.

Any waivered skill or medication within the prehospital guidelines will be [oJd[13T={s B TF-4o1 [F-4 01 (=0 AT R g 1a =1y Wy

Specific System Waiver

Waivered EMT Paramedic
Medications
Ketamine (RSI Induction ONLY) NO
Ketamine (extreme agitation/ExDs) NO
Ketamine (pain management)) NO
Rocuronium (RSI ONLY) NO
Succinylcholine (RSI ONLY) NO
Vecuronium (RSI ONLY) NO
Skills
Rapid sequence intubation NO

A012 Revised: 11/14/2018


https://www.sos.state.co.us/CCR/GenerateRulePdf.do?ruleVersionId=7408&fileName=6%20CCR%201015-3

Description

a. To provide a mechanism for the safe evaluation and triage of patients who are intoxicated, but require neither
acute medical care nor comprehensive evaluation in an emergency department, so that they may more
appropriately be transported to a detoxification facility for treatment, rather than to a general facility.

Patient Population

a. Patients, who are currently intoxicated, have no apparent medical illness or injury, and have no other resource
available to them to provide an opportunity for safe detoxification.

Evaluation Procedure

a. Obtain a history that includes recent events, past medical history, recent health status, current symptoms of
iliness, recent traumatic episodes, recent alcohol intake, medication and/or recreational drug use.

Perform a physical and mental status examination

Determine blood glucose and oxygen saturation levels

Obtain baseline vital signs

Evaluate patient’s ability to ambulate

®aon o

Admission Criteria

a. Alcohol intoxication and/or alcohol withdrawal symptoms

b. Under the influence of drugs, or in withdrawals from drugs; as defined by urine toxicology screen, breathalyzer, or
client self-report (if self-referred)

c. If patient is placed on an Emergency Commitment, toxicology screen must be done

d. 18 years of age, or older

Exclusion Criteria

a. See Detox Evaluation Checklist

Disposition Procedure

a. If patient meets the criteria of the currently available checklist and physician approval obtained, transport patient
directly to Detoxification Center, unless they are on divert.
Complete patient care report as normal
If the status of the patient changes during transport such that the patient no longer meets admission criteria for
the Detoxification Center, re—direct transport of the patient to a hospital emergency department (utilizing current
destination guidelines).

Special Considerations

e Patients with active bed bugs must be decontaminated and all personal belongings need to be bagged before
arrival.

e  Patients with lice/scabies must be treated prior to admission

e Combative or violent individuals must be medicated prior to arrival
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Detoxification Center Evaluation Checklist
a. Inclusion Criteria
e Alcohol intoxication and/or alcohol withdrawal symptoms
e Under the influence of drugs, or in withdrawals from drugs; as defined by urine toxicology screen,
breathalyzer, or client self-report (if self-referred).
e [f patient is placed on an Emergency Commitment, toxicology screen must be done
e 18 years of age, or older

b. Exclusion Criteria

Acceptable Vital Sign Parameters

Blood Pressure: SBP < 180 & > 90, DBP < 110 & > 60 Temperature: >97.0°F and < 101.1°F | BGL: > 60 and <300 mg/dl
Respirations: > 10 and < 24 SpO0,: > 88% Pulse: >60 and < 120
1. Does the individual require O,, CPAP, and/or nebulizer treatments? [JYes [INo
2. Does the individual require nursing attention to address wound care and/or dressing changes? [IYes [INo
3. Does the individual have active open wound/infection, Conjunctivitis, Scabies, Lice and/or Bedbugs? [IYes [INo
4. Does the individual require ambulatory assistance of any kind? [IYes [INo
5. Does the individual require assistance with his/her activities of daily living (ADLs)? [IYes [INo
6. Does the individual have medical condition resulting in bowel and/or bladder incontinence? []yes []No
7. Does the individual have uncontrolled nausea, vomiting, diarrhea and/or pain? [IYes [INo
8. Ifthe individual has a Foley catheter or ostomy bag, does he/she need help with and/or supplies? [lves [INo
9. Has the individual recently experienced any significant mechanism of injury? [Jves [INo
10. If the individual has head injury, is the score to the Glasgow coma scale < 13? [lves [INo
11. Isthe individual excessively disruptive, combative and/or uncooperative? [Jyes []No
12. Does the individual have any physical and/or MH diagnosis requiring medical staff assistance? [lves [INo
13. Is the individual currently on any anticoagulant therapy? [Jves [INo
14. Isthe individual currently taking Suboxone or Methadone? [lves [INo
15. Has the individual delivered a child within the last 2 weeks? []yes []No
16. s the individual pregnant? [IYes [INo
17. History of Seizures with active seizures, or active withdrawal seizures or prolonged post-ictal state? [IYes [INo
Patient MUST meet ALL above vital sign criteria
A “Yes” to any question disqualifies a patient to be directly admitted to Detox from the field

c. Additional Considerations
e  Patients with active bed bugs must be decontaminated and all personal belongings need to be bagged
before arrival.
e Combative or violent individuals must be medicated prior to arrival
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Description

a. The purpose of the Community Assistance, Referral and Education Services (C.A.R.E.S.) program is to provide
citizens with additional 911 related services such as but not limited to patient education, patient advocacy and
assistance with medical system navigation. The goal is to provide efficient patient care and ensure appropriate
allocation of medical resources in attempt to reduce inappropriate 911 responses.

Enroliment

a. Enrollment can be obtained through:
e  Recurrent users of the 911 system
i. Six 911 calls in six months
e Frequent E.D. users
e Any patient identified by partnering community health organizations that would benefit from this
program

Physician Responsibility Signature

a. All persons/patients participating in the C.A.R.E.S. program must have a “Release of Information/Consent” form
signed and retained on file. Additionally, each enrolled person/patient will be provided a “Notice of Privacy
Practices”.

b. Within the scope of practice and approval of the EMS Medical Director, the following activities may be provided:

e Home Safety-Environmental/Fall Risk Checks

e Social Assessments

e C(Clinical Assessment and Intervention

e Coordination and/or referral of Medical-Social Care

e Follow up

e Communication/coordination back to the referral entity
c. Activities may be performed in person or by phone
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Description

a. This guideline is designed to assist the prehospital provider when requested to complete a blood draw for CSP

Procedure

a. Ifablood draw is requested by CSP, the following procedures shall commence:

e The State Trooper shall contact CSP Dispatch and advise the need for a blood draw.

e  CSP Dispatch shall contact CSFD Dispatch who will identify the closest available CSFD fire station to the
State Trooper.

e  CSFD Dispatch will notify the fire station by phone with an estimated ETA for the State Trooper.

e  CSP understands that if an emergency call for service arises prior to the State Trooper’s arrival at the fire
station, the fire unit will respond to the call for service.

i. Upon arrival of the State Trooper, CSFD will notify dispatch of an in-station alarm for a CSP blood
draw. This request will take this fire unit out of service while performing the blood draw.
ii. CSFD personnel will document this activity as indicated below.

e If at any time during this process a significant emergency incident (i.e., structure fire, cardiac arrest, etc.)
arises in the station’s district, the company shall immediately return to service and respond to the
emergency incident.

i. CSP shall follow the above procedure to identify a different fire station to complete the blood
draw procedure.

e All materials for the blood draw procedure will be provided by CSP

i. CSP will be responsible for all evidence collected as part of the blood draw procedure including
storage and testing of the samples.

e A Paramedic or an EMT-IV may perform the procedure

Blood Specimen Collection Instruction

a. Blood specimen collection MUST be performed only by a physician, registered nurse, emergency medical
technician, or other qualified person.

b. The kit contains a shielded blood collection needle adapter. Please refer the instruction sheet for use.

Special Considerations

a. Complete documentation of procedure on ePCR system
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(LU Supraglottic Surgical and
Provider Positive p. g Oral Nasal g Needle
NPA | OPA . Airway . . Needle .
Level Airway Pressure . Intubation | Intubation . Decompression
Device(s) Cricothyrotomy
(CPAP)
EMT YES YES YES YES NO NO NO NO
Paramedic YES YES YES \[o) YES YES

Nasopharyngeal Airway (NPA)

a. Indications:
e Unconscious/semi-conscious with an intact gag reflex needing airway support

b. Contraindications:
e Improper size
e Anyresistance

c. Special Considerations:
e Can be utilized in patients potential basilar skull fractures when airway management is required

Oropharyngeal (OPA)
d. Indications:
e Unconscious without an intact gag reflex needing airway support
e. Contraindications:
o  Gag reflex
f.  Special Considerations:
e If ineffective consider a more advanced airway

Continuous Positive Airway Pressure (CPAP)
g. Indications:
e Respiratory conditions exhibiting severe distress or failure such as:
i. CHF/Pulmonary Edema
ii. High altitude pulmonary edema
iii. Asthma
iv. COPD/Emphysema
v. Drowning/Near-Drowning
vi. Pneumonia
vii. Hyperkalemia
h. Contraindications:
e Respiratory or cardiac arrest
e  Systolic BP <90 mmHg
e Lack of gag reflex
e Altered mental status, unable to follow verbal instructions or signal distress
e  Vomiting or active upper Gl bleed
e Suspected or known pneumothorax
e Trauma
e  Patient size or anatomy prevents adequate mask seal
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i. Special Considerations:
e Should patient deteriorate on CPAP:
i. Troubleshoot equipment
ii. Consider advanced airway
iii. Assess need for possible chest decompression due to tension pneumothorax
iv. Assess for possibility of hypotension due to significantly reduced preload from positive pressure
ventilation.
e There is no age criteria; it is based on size of the mask. If the mask properly fits (without modification),
then use is allowed.
e In-line nebulized medications may be given during CPAP as clinically indicated and in accordance with
manufacturer guidelines.
e  Continuously monitor EtCO,
e The default size of mask utilized is medium, this will fit the majority of patients
e [f the patient is anxious consider mild sedation, see BEHAVIORAL EMERGENCY GUIDELINE
e Consider pretreating with an antiemetic, see NAUSEA VOMITING GUIDELINE

Supraglottic Airway
a. Indications:
e Cardiac arrest after assuring continuous compressions, defibrillation, and BLS airway management has
been completed
e Unresponsive patient without a gag reflex
e Rescue airway when intubation is difficult/impossible due to patient access or airway anatomy
b. Contraindications:
e Intact gag reflex
e  Obstructive lesions below the glottis
e  Caustic ingestion
e Patients under/over height/length for tube size used
e  Patients with known or suspected esophageal varices
c. Special Considerations:
e Ensure correct sizing per manufacturer recommendations for correct function

e  Use with caution in patients with broken teeth, which may lacerate balloon, if applicable

Oral Endotracheal Intubation

a. Indications:

e Patients whose clinical condition warrants airway or breathing management due to worsening or
impending respiratory compromise and/or the unconscious patient without a gag reflex.

b. Contraindications:
e None in the need for definitive airway management
e  Pediatric patients <13 of age

c. Special Considerations:
e Have backup plans including proper rescue device equipment and supplies ready

e Video laryngoscopy is preferred during initial attempt, if available
e  Utilize bougie, if applicable

e In addition to waveform capnography, confirm and document 3 other confirmations of correct placement
e Ventilate at age appropriate rates and/or condition
e Ifthe intubated patient deteriorates, think “DOPE”

i. Dislodgement, Obstruction, Pneumothorax, Equipment failure (no oxygen)
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Cricothyrotomy
a. Indications:
e Alife-threatening condition exists AND advanced airway management is indicated AND you are unable to
establish an airway or ventilate the patient by any other means. (“Cannot intubate/cannot ventilate”).
Examples include but are not limited to;
i. Acute upper airway obstruction, which cannot be relieved by obstructed airway maneuvers.
ii. Upper airway trauma with inability to orally intubate a patient who has severe respiratory
insufficiency.
e Agerange
i. Age >8yearsold: Surgical, bougie assisted
ii. Age1to 8yearsold: Needle (commercial device)
iii. <1 yearsold: Not clinically indicated
b. Contraindications:
e Tracheal transection
e Significant trauma to the cricoid cartilage or larynx
e Unable to locate anatomical landmarks
c. Special Considerations:
e Bleeding is common, even with correct technique, have suction available
e  For surgical a cricothyrotomy, bougie assisted technique is preferred

Needle Decompression
a. Indications:
e Suspected tension pneumothorax associated with hypotension and/or poor perfusion
e Blunt or penetrating traumatic cardiac arrest
b. Contraindications:
e None in the emergency setting
c. Special Considerations:
e If patient deteriorates after needle decompression, be prepared to assist ventilation
e Acceptable locations include the 2" or 3" intercostal space at the midclavicular line or 4" or 5™
intercostal space at the midaxillary line.
e Depth of insertion for pediatrics is 1/3 the depth of the chest.
e During insertion guide the catheter over the top of the lower rib.
e Angiocath may become occluded with blood or by soft tissue be prepared to repeat the procedure as
clinically indicated.
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Definition:

a. The GOAL of airway management is to ensure patients receive adequate ventilation and oxygenation. This can be
accomplished through various techniques including; but not limited to, basic positioning, adjuncts, and/or
advanced level airways.

o Assessment is crucial to the success of airway management helping to identify complications before they
arise and thus ensuring a proper device is utilized in the right clinical situation.
o Adifficult airway is defined as the clinical situation in which a conventionally trained prehospital provider
experiences difficulty with maintaining adequate ventilation and oxygenation.
= Successful airway management is NOT defined as the placement of an endotracheal tube (ETT), it
is the ability to effectively oxygenate or ventilate.

Description
a. This guideline is designed to assist the healthcare provider navigate airway management.
b. Consider early insertion of a supraglottic airway (SGA), if ventilation with BVM and airway adjuncts unsuccessful.
c.  When inserting an ETT the 1% intubation attempt SHOULD utilize a video laryngoscope IF AVAILABLE in
conjunction with continuous waveform EtCO, and pulse oximetry.
o Recommend oxygen administration at 8 L via nasal cannula during ETT attempt
d. NO MORE THAN (3) ETT TOTAL ATTEMPTS PER PATIENT
o Definition of an ETT intubation attempt is when the blade passes the teeth with the INTENT to insert an
ETT through the vocal cords.
e. Consider cricothyrotomy in patients where effective oxygenation and/or ventilation cannot be provided.

Successful application of BVM Can the patient
If the attempt fails, make & airway adjuncts with EtCO, @ = maintain their
an ADJUSTMENT & Sp0, monitoring airway?
considering:
o Different laryngoscope
blade (size vs type)
o Different laryngoscope
tc?chniq.ue (v‘ide? vs Placement of a SGA with e Oxygenate, ventilate, &
direct visualization) EtCO, & SpO, monitoring secure the airway
e Suction appropriately
e Gum Elastic Bougie NO ETT intubation within 3 ¢ Find early reversible causes
o Different ETT size After 1% attempts with EtCO, & SpO, e Transport & notify the closest
e Apply BURP maneuver OR 2 monitoring, if certified appropriate facility
(Push trachea Back SHEmPE consider RSI (see B003)
[posterior], Up, & to
patient's Right)
e Change head
positioning
S ——
Insertion of a cricothyrotomy Manage with application of
tube with EtCO, & SpO, BVM & airway adjuncts with
monitoring EtCO, & SpO, monitoring as

best as possible
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Description

a. This guideline is designed to assist the healthcare provider navigate the rapid sequence intubation procedure
b. ONLY paramedics that have successfully completed an approved training program sponsored by the agency for
which the provider intends to utilize RSI are authorized users of this guideline.
c. RSl paramedics MUST maintain proficiency
e The agency for which the paramedic provides RSI services MUST possess a valid procedure waiver from
the Colorado Department of Public Health and Environment (CDPHE) and the Emergency Medical Practice
Advisory Council (EMPAC).
d. All medications in this guideline will be given by standing order
e  Medications or dosages may NOT be changed in any way, including by on-line medical control
e  ONLY RSI waivered paramedics are ALLOWED to administer RSI specific medications

Indications (general)
a. Age of the patient >13 YEARS OLD
b. RSl candidates include, but not limited to;

e Combative closed head injury patients, with or without trismus; or suspected subarachnoid hemorrhage,
intracranial masses, or ischemic strokes resulting in significant impairment of mental status with resultant
combativeness and/or trismus.

e Glasgow Coma Scale< 8

e  Status seizures

e Severe respiratory failure and or impairment with an intact gag reflex or imminent respiratory arrest

Selection Criteria

a. Principles of good selection will result in avoidance of almost all of the common difficulties in failing to secure a
tracheal intubation.

b. There are three (3) basic rules regarding patient selection that MUST be reviewed every time a RSI procedure is
considered. These rules incorporate and summarize the general concepts of selection criteria outlined in detail in
the RSl course and are formatted as questions.

e Can |l get a good facial seal with the Bag-Valve-Mask?
e Is the airway patent?
e Dol think I can intubate this patient?

Contraindications

a. Any absolute contraindication to the induction agent or paralytic

Patients who DO NOT meet the selection criteria for intubation as discussed above
Patients who DO NOT possess a gag reflex, rendering RSI medications unnecessary
Age of the patient <13 YEARS OLD

a0 o

Complications
a. Cardiac dysrhythmias related to the use of succinylcholine
Malignant Hyperthermia or the suspected presence of pseudocholinesterase deficiency
Failure to Intubate
Unrecognized esophageal intubation
Vomiting and aspiration
Excessive gagging on back-up airway when used in failed intubations

~o oo o
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1. Can| get a good facial seal with the Bag-Valve-Mask?

2. Is the airway patent?

3. Dol think I can intubate this patient?

4. Are there valid indications?

5. Is the patient > 13 years old

Attach all monitoring devices (EtCO,/ EKG/Sp0O2/ NiBP) Monitor EtCO,/Sp0O, and manage
Preoxygenate 3 to 5 minutes the airway utilizing the AIRWAY
Discuss airway back up plan MANAGEMENT GUIDELINE) as best
v as possible

Equipment set up
o Video Laryngoscopy (Preferred) or blade/handle
o Bougie/stylet
- RSl can be time consuming and is NEVER an emergent airway. It is
a complex airway management technique that requires substantial
organization and understanding on the part of the paramedic.
- When applicable, discuss procedure with patient and/or family

o Suction
o Supraglottic Airway (backup)
o ET Tube with 10 mL syringe

o Securing device members.
* - Remember to check if there is a valid DNR in place.
- Succinylcholine and etomidate are only to be given one time in the
RSI sequence. There is no re-dosing of either drug allowed.
= —_— - It is anticipated that virtually no RSI patients will ever require
In:l;::TZMINE: 200 mg IV/10 surgical cricothyrotomy as an emergent alternate airway. It

should ONLY be utilized if the patient continues to deteriorate due
to an inadequate airway.

- VECURONIUM can be administered at 10 mg IV/IO to maintain
paralysis for long distance transports.

- Documentation is critical, make sure to describe a detail account of

or
o MIDAZOLAM: 5 mg IV/10
Paralyze 2™
o ROCURONIUM: 100 mg IV/10
or

the event
CSUCCINYCHONNE 200 mElIv/IC - AlI RSI’s MUST be followed by sedation after confirmation of
* advanced airway placement
Complete ETT Intubation
o 3 attempts ONLY
o Ensure a NC is placed at high flow during attempts
v
Confirm ETT placement (4)
o Positive waveform capnography Sedation
(print) o KETAMINE: 100 mg IV/10
o Bi-lateral breath sounds > o MIDAZOLAM: Up to 5 mg IV/10
o Negative epigastric sounds AND/or
o One additional method o FENTANYL: 50-100 mcg 1V/IO
Secure ETT with device
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Description

a. This guideline is designed to assist the prehospital provider effectively assess and manage patient pain and
discomfort in the prehospital environment

Indications for Pain Management

a. Pain stemming from an isolated traumatic injury or an easily identifiable medical condition
b. Pain associated with myocardial ischemia. (See ACS GUIDELINE)
c. Patient complaint of generalized abdominal pain.

Precautions

a. Most pain medications should only be given to hemodynamically stable patients and titrated slowly to effect. In
hemodynamically unstable patients, consider giving smaller, incremental doses of FENTANYL or KETAMINE.

b. Pain medications may cause changes in hemodynamic status and/or respiratory depression (including apnea) that
can occur suddenly and without warning, and are more common in children and the elderly.

c. Chest wall rigidity has been reported with rapid administration of FENTANYL

d. Strongly consider % typical dosing in elderly patients or when combining benzodiazepines and opioids

General Patient Care Requirements

a. All patients receiving pain medication should receive constant ECG, SpO,, EtCO, and blood pressure monitoring.
When this is not possible (i.e. in a back country environment), pulse oximetry and constant verbal engagement
with the patient are the minimum monitoring requirements.

Other Medication Options

a. The administration of a combination of benzodiazepines and opiates, for the purpose of pain management, anxiety
and/or muscle relaxation is permitted.
e Ensure that the patient can independently maintain an open airway and normal breathing pattern,
maintain normal hemodynamics, and respond appropriately to physical stimulation and verbal
commands.

b. Consider an antiemetic prior to administration of an opioid for nausea, see NAUSEA VOMITING GUIDELINE

Special Considerations

a. The objective of pain management is not the complete relief of all pain, but rather, to make a patient’s pain
tolerable enough to allow for adequate assessment, treatment and transport.

b. The use of benzodiazepines may be indicated for pain as a result of spasms, but will not control other types of pain
as effectively as the appropriate dose of opioids.

c. Be prepared to treat respiratory depression / apnea

d. Intrauma pain is secondary, look for major bleeding or threats to life first, once stabilized consider pain
management.
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Initial assessment

Maintain patent airway and OXYGENATION
Acquire VS & early 12-lead EKG as clinically indicated
Use an age appropriate pain scale to measure patient’s level

of pain

General supportive care

Manage pain with non-invasive treatments (if applicable)
such as position of comfort, rest, ice, splinting and elevation
Transport & monitor VS/condition

‘ Moderate to Severe Pain

y

I Establish vascular access, if possible I

‘ Options

v

v

v

T |

FENTANYL; PRN every 10 minutes
e ADULT: 50-100 mcg IV/IO over 1 to 2
minutes or IN/IM

e PEDIATRIC: 1 mcg/kg IV/IO over 1 to 2
minutes or IN/IM.

***Waivered ONLY***
KETAMINE (For patients >7 years old)
e 30 mg IV/IO g 20 minutes
o May repeat 2 times for a MAX of 3
total doses; contact Medical Control
for additional doses
o IV/10 Dose: If time allows, add to a
50 mL NS or DsW bag, over 5-10
minutes
e 50 mg IM/IN every 20 minutes
o May repeat once for a max of 2 total
doses; contact Medical Control for
additional doses

Benzodiazepines
DIAZEPAM; PRN every 10 minutes
e ADULT: Up to 5 mg IV/I0/IM; MAX 10 mg

o PEDIATRIC: 0.25 mg/kg IV/IO/IM; MAX 5 mg

o MAX single dose 5 mg
Or
MIDAZOLAM; PRN every 10 minutes

e ADULT: Up to 5 mg IV/IO/IN/IM; MAX 10 mg

e PEDIATRIC: 0.1 mg/kg IV/10/IN/IM; MAX
5mg
o MAX single dose; 5 mg

B004 Revised: 11/14/2018
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Description

a. This guideline is designed to assist the prehospital provider in the treatment of nausea and/or vomiting

b. Through the administration of an antiemetic the chance of aspiration can be reduced due to excessive vomiting,
and increase the effectiveness of pain management medications administered prehospital.

c. Inaddition, by disrupting the stimulus to vomit and by reducing nausea, the patient can be more comfortable

during transport.

Indications

a. Nausea or vomiting stemming from any medical or traumatic complaint
b. Prophylaxis treatment for PAIN MANAGEMENT, CPAP, SELECTIVE SPINAL SPLINTING

c. Prophylaxis treatment for any patient with high risk of motion sickness

Maintain patent airway and OXYGENATION
Acquire VS & early 12-lead EKG, if clinically indicated

Initial assessment

ZOFRAN; PRN every 10 minutes up to 2 TOTAL doses
e ADULT: 4 mg ODT
o PEDIATRIC >40 kg: 4 mg ODT

Establish vascular access I

v

Special Considerations

- Vomiting or diarrhea may be symptoms of a more
serious problem, but all cause some degree of
hypovolemia. The most serious causes are Gl
bleed or other intra-abdominal catastrophe. A
rare cardiac patient may also present with
vomiting or diarrhea as the predominant
symptom.

- Vomiting as an isolated symptom should always
be suspected to be secondary. Consider ingestion,
cardiac disease or other serious conditions. May
be the initial presentation of CO poisoning.

- Dehydration may be particularly severe in
children with simple vomiting and diarrhea.
Vascular access may be very difficult to start,
particularly with infants. Transport for definitive
treatment is usually best.

- Blood in the Gl tract is an irritant and can cause
vomiting as well as diarrhea.

ZOFRAN; PRN every 10 minutes up to 2 total doses
e ADULT: 4 mg IV/10/IM/PO
e PEDIATRIC <40 kg: 0.1 mg/kg IV/10/IM/PO

v

Hypotension or Dehydration

General supportive care

Consider

FLUID THERAPY
e ADULT and : 20 mL/kg bolus repeated as needed
e PEDIATRIC: 20 mL/kg bolus repeated as needed

BOO5 Revised: 11/14/2018
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Description
a. This guideline is designed to assist the prehospital providers’ decision on whether or not to fully splint a patient
with a suspected cervical spine injury.
e Itis modeled after the National Emergency X-Radiography Utilization Study (NEXUS) criteria

Mechanism and/or preexisting medical condition that imply POTENTIAL need for spinal splinting

Establish manual in-line cervical stabilization

v

Are any of the following present?

e IMPAIRED JUDGEMENT from intoxication or recreational drugs, distracting injury/illness, and/or CANNOT make rational
decisions

e Barrier to evaluate for spinal injury (e.g. language or development barrier)

e Patient > 65 or < 5 years of age

o Neurologic deficits or complaints such as numbness, tingling, or weakness

Splint cervical spine
Remind patient NOT to move

v

Neuro exam reveals obvious motor or sensory deficit

Patient DOES NOT require spinal splinting
General supportive care

Special Considerations
- Self-extrication from a vehicle with assistance is
considered better than standard extrication

procedures.
- Spinal stabilization is ONLY indicated in penetrating
Patient is alert, orientated, trauma when there is obvious motor or sensory
reliable, calm, and cooperative deficit on exam.

- Unconscious blunt trauma patients REQUIRE full
spinal splinting

- Use caution when assessing for spinal injury in
elderly patients because they have a higher risk for

A 4 injury and may have minimal symptoms.
Patient REQUIRES full spinal splinting - Always err on the side of caution and restrict motion
if any of the criteria are NOT obviously clear

- Spinal splinting MAY be indicated in patients with
midline tenderness to palpation, especially

Patient DOES NOT require full spinal splinting significant pinpoint isolated tenderness.

- Neurological exam documentation is REQUIRED in
patients with potential cervical or high thoracic
trauma, including serial exams.

- If the patient is agitated, see BEHAVIORAL
EMERGENCY GUIDELINE

- For the purpose of “full immobilization” utilize
vacuum mattress to secure the patient, if available

o Release manual inline stabilization

e Leave cervical spine splint in place

e Transport patient in position of comfort
e General supportive care
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Provider Level Cau:dla.c Ca|:d|a.c 12-Lead ::(:;I-:;Td Manual Synchronized | Transcutaneous Vagal
Monitoring | Monitoring EKG o Defibrillation | Cardioversion Pacing (TCP) Maneuvers
(Noninterpretive) (Interpretive) Defibrillator

EMT YES NO YES YES NO NO NO NO

Paramedic YES YES YES YES YES YES YES YES

Cardiac Monitoring

a. Indications:

e  Patients with clinical syndromes or situations at increased risk of cardiac arrhythmias

e Patients who experience transient symptoms such as dizziness, palpitation, syncope, and chest pain that
may suggest a cardiac arrhythmia.

e Routine monitoring of heart rate
b. Contraindications:

e None in the emergency setting
c. Special Considerations:

e Avoid placement directly over implanted devices
e Avoid placement over medication patches. Remove patch, cleanse skin, and apply electrodes

12-Lead EKG

a. Indications:
e  Patients with clinical syndromes or situations at increased risk of cardiac arrhythmias

e  Patients with suspicion of acute coronary syndromes
e  Post cardiac arrest patients

b. Contraindications:
e None in the emergency setting

c. Special Considerations:

e Consider right sided or posterior 12-lead EKG if inferior or posterior myocardial infarction is suspected

e Small areas of hair on the client's chest or extremities may be shaved

o [f patient’s skin is exceptionally oily, scaly, or diaphoretic rub the electrode site with a dry 4"
pad or alcohol pad before applying the electrode to help reduce interference in the tracing.

e  During the procedure, ask the patient to breathe normally. If the respirations distort the recording, ask
the client to hold his breath briefly to reduce baseline wander in the tracing.

x 4" gauze

Automated External Defibrillator (AED) and Manual Defibrillation
a. Indications:

e  Patients in cardiopulmonary arrest and/or pulseless ventricular tachycardia and/or ventricular fibrillation
b. Contraindications:

e  Patients with a pulse
c. Special Considerations:

e Infant pads are generally used for patients < 1 year of age or < 15 kg
e ENERGY SETTING
i. AED: ADULT: Automated, PEDIATRIC >Neonate
1. NOT ALLOWED for neonate pediatric patients
ii. Manual: ADULT: maximum joules, repeat as needed PEDIATRIC: 4 joules/kg repeated as needed
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Synchronized Cardioversion

a. Indications:
e Tachydysrhythmia with a pulse (ventricular tachycardia, torsades de pointe, SVT, A-fib/Flutter with RVR,
etc.) and signs of poor perfusion.
b. Contraindications:
e Repetitive, self-terminating, short-lived tachycardias (i.e. runs of non-sustained VT)
c. Special Considerations:

e Do not be overly concerned about the dysrhythmias that normally occur in the few minutes following
successful cardioversion. These usually respond to time and adequate oxygenation and should only be
treated if they persist more than 5 minutes.

e MIDAZOLAM may be used in conscious patients prior to cardioversion

e ENERGY SETTING

i. ADULT: Maximum joules, repeat as needed
ii. PEDIATRIC: 2 joules/kg, repeat as needed

Transcutaneous Pacing (TCP)

a. Indications:
e  Bradydysrhythmia with a pulse and signs of poor perfusion.
b. Contraindications:
e Moderate to severe hypothermia
e  Pulseless cardiac arrest
c. Special Considerations:
e Consider PAIN MANAGEMENT
e Muscle tremors may complicate evaluation of pulses; femoral pulse may be more accurate. Utilizes
EtCO, to help identify improved perfusion
e Studies indicate no relationship between body surface area, weight, and capture thresholds and although
most children will achieve capture between 50 to 100 mA higher current requirements are possible.
e The pacing rate must be set high enough to perfuse the patient
e ENERGY SETTING
i. ADULT: Set rate at 60 beats per minute, begin energy at lowest dose and increase energy until
electrical capture.
ii. PEDIATRIC: Set rate at 80 beats per minute, begin energy at lowest dose and increase energy
increase energy until electrical capture.

Vagal (Valsalva) Maneuvers

a. Indications:
e  Stable tachydysrhythmia
b. Contraindications:
e Patient unable to attempt the maneuver or follow commands
d. Special Considerations:
e  Patients should be instructed on how to perform vagal maneuvers properly before attempting one
e Preferred Technique
i. Toimprove conversions success rate, place the patient in Trendelenburg position and if the
patient is able have them draw their knees to their chest. Once in position have the patient blow
out the plunger of a 10 mL syringe
ii. Any vagal maneuver has a higher success rate when held for 30 seconds
iii. Repeat as needed until conversion or patient becomes unstable
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Provider Level Blood Glucose Monitor SpO, EtCO, SpCO Monitor
EMT YES YES YES YES

Paramedic YES YES YES YES

Blood Glucose Monitor
a. Indications:
e Known or suspected diabetic related complaints

e  Patients with metabolic or endocrine disorders and presenting with non-specific complaints
e Patients with altered mental status
e Bradycardia or hypothermia in infants
e Newborn delivery in the field with abnormal APGAR score
e  Traumatic brain injury
e Seizures
b. Contraindications:
e None
c. Special Considerations:
e Hypo/Hyperglycemia numbers are relative to patients normal blood glucose level

SpO,
a. Indications:
e Any and all patients who require an assessment and/or respiratory complaint
b. Contraindications:
e None
c. Special Considerations:
e Inaccurate measurements may be caused by:
i. CO poisoning
ii. Elevated levels of bilirubin, carboxyhemoglobin, or methemoglobin
iii. Externally applied coloring (such as nail polish)
iv. Severe anemia or low arterial perfusion
v. Motion artifact
vi. Hydroxycobalmin administration

EtCO,

a. Indications:
e Initial and continuous confirmation of advanced airway placement
e Any patient receiving CPR
e Any patient with a respiratory complaint or depression
e Any patient with suspected shock
e Any patient receiving pain management

b. Contraindications:
e None

c. Special Considerations:
e All patients with an advanced airway and/or CPR will have EtCO, monitored and documented.

i. Copies of the post advanced airway waveform and waveform at time of transfer of care to
receiving facility will be attached to the Patient Care Record (PCR).

e  Patients with normal cardiac and pulmonary function should have a level of 35 to 45 mmHg
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e If no EtCO, is detected, evaluate 3 factors:
i. Loss of airway function: improper tube placement, apnea
ii. Loss of circulatory function: cardiac arrest, exsanguination, massive PE
iii. Equipment malfunction: tube dislodgement, adapter is disconnected , or obstruction

e EtCO, value > 10 may be utilized to confirm the quality of chest compressions and the adequacy of an
airway including BVM and advanced devices. EtCO, value 10-20 represents high quality compressions.
i. If EtCO, value significantly increases, assess for ROSC.
ii. Inthe post resuscitation patient, no effort should be made to lower EtCO,.

SpCO Monitor

a. Indications:
e Known or suspected carbon monoxide poisoning
b. Contraindications:
e None
c. Special Considerations:
e Be sure to follow manufacturer instructions as some require no direct sun light on probe sensor
e Inaccurate readings may occur due to misplaced/dislodged probes.
e If an abnormal level of CO is detected, always confirm by measuring other fingers and average
e Inaccurate measurements may be caused by;
i. Elevated levels of bilirubin, carboxyhemoglobin, or methemoglobin
ii. Externally applied coloring (such as nail polish)
iii. Severe anemia or low arterial perfusion
iv. Motion artifact
v. Hydroxycobalmin administration
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Provider Level IV Access IV Access IV Access IV Access IV Access Intraosseous
(Peripheral) (External Jugular) (Umbilical Vein) (Arteriovenous Fistula) PICC/Central Access

EMT NO NO NO NO NO NO

Paramedic YES YES NO \[o} \[o} YES

Intravascular (IV) Access

a. Indications:
e  Where fluid replacement therapy and/or intravascular medications may be clinically indicated
b. Contraindications:

e No absolute contraindications exist
c. Special Considerations:

e Avoid placing a peripheral IV in an injured, infected, or burned extremity

Avoid placing a peripheral IV in a site with a arteriovenous (AV) fistula or an atrophied extremity (stroke
patient)

Continuous monitoring is indicated to ensure that the IV has not infiltrated

If an accidental arterial puncture occurred, as evidenced by arterial pulsation of blood out of the catheter,
remove the catheter and apply direct pressure using gauze for at least 10 minutes.

Peripherally inserted central catheter (PICC) access including tunneled catheters or implanted ports is
NOT allowed

Intraosseous (10) Access

a. Indications:

For adults and pediatrics anytime in which vascular access is difficult to obtain and/or failed in the
emergent, urgent, or medically necessary cases.

b. Contraindications:

Fracture of the targeted bone

Previous orthopedic procedures near insertion site (prosthetic limb or joint)
10 within the past 24 to 48 hours in the targeted bone

Infection at the insertion site

Inability to locate landmarks or excessive tissue over the insertion site

c. Special Considerations:

Consider alternate site if excessive tissue is present at insertion site
Consider alternate site if infection/burn is present at insertion site
Acceptable sites for EZ-10

i Humeral Head (proximal humerus)

ii. Proximal tibia
Acceptable sites for Manual |10

i. Proximal tibia
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Provider Level Extremity | Eye Irrigation Eye Irrigation Hemostatic | Occlusive Pelvic Pressure | Traction Tourniquet Wound
Splinting Non-Invasive Morgan Lens Agent Dressing Binder | Dressing Splint q Packing

EMT YES YES NO YES YES YES YES YES YES YES

Paramedic YES YES YES YES YES YES YES YES ‘ YES YES

Extremity Splinting

a. Indications:
e Any time a patient complains of extremity pain post trauma, regardless of deformity presence

e Inthe presence of gross deformity with circulatory compromise, splint extremity in anatomically correct

position

b. Contraindications:

e None

c. Special Considerations:

e Do not allow a deformed extremity to distract you from life threatening injures that need immediate
attention

e  Extremity CMS needs to be checked/documented before and after splinting

Eye Irrigation — Non-Invasive

a. Indications:
e Removal of foreign substance from the eye
e Chemical burns to the eye after consulting the MSDS or Emergency Response Guideline Manual
b. Contraindications:

e Laceration or penetrating injury to the globe of the eye
e  Chemical burn when chemical is reactive with water
c. Special Considerations:

e MACE is an oil based product. Irrigation with water will only spread the irritant.

e Safety comes first. Do not irrigate if substance is unknown and there is concern for provider/patient

safety
e Consider TOPICAL OPHTHALMIC ANAESTHETIC

Eye Irrigation — Invasive (Morgan Lens)

a. Indications:
e Chemical burns to the eye after consulting the MSDS or Emergency Reponses Guideline Manual
b. Contraindications:

e Laceration or penetrating injury to the globe of the eye or the eyelid
e Chemical burn when chemical is reactive with water

e Patients who have been sprayed in the eye with MACE
c. Special Considerations:

e The Morgan Lens can be used when lengthy irrigation time is required

e Consider TOPICAL OPHTHALMIC ANAESTHETIC
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Hemostatic Agents

a. Indications:

e Patients with external bleeding that is not controlled effectively by direct pressure and dressing
b. Contraindications:

e None when used in the emergency setting
c. Special Considerations:

e Hemostatic agents should be used in conjunction with direct pressure

Occlusive Dressing

a. Indications:
e Open wounds to the abdomen, injures to the neck involving large vessels, and open wound to the chest

when an air tight seal is needed to prevent further injury.

b. Contraindications:
e None
c. Special Considerations:
e For open wounds to the chest frequently monitor the patient for developing a tension pneumothorax

Pelvic Binder

a. Indications:
e  Stabilization of a known or suspected unstable pelvic fracture

b. Contraindications:
e Suspected isolated hip fracture
c. Special Considerations:
e Improper placement of a pelvic binder can do more harm than good. Placement should be over the
pelvic ring, not the hip.
e Tighten to anatomic position as overtightening can cause increased bleeding.

Pressure Dressing

a. Indications:
e To maintain pressure once direct pressure has controlled external bleeding

b. Contraindications:

e None
c. Special Considerations:
e None

Traction Splint
a. Indications:
e  Stabilization of a known or suspected mid-shaft femur fracture

b. Contraindications:

e Suspected injury to the knee or close to the knee, hip, pelvis, or lower leg/ankle of injured leg
c. Special Considerations:

e DO NOT release manual traction until splint is properly placed and holding traction
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Tourniquet
a. Indications:
a. Patients with external bleeding in an extremity that is not controlled effectively by direct pressure and
dressing
b. Contraindications:

a.

None

c. Special Considerations:

a.

Wound Packing

Be sure to document when, where, and by whom the tourniquet was placed (write time of application on

tourniquet or patient)
DO NOT cover tourniquet

More than one may be needed in addition to the application of the original

ns:

a. Indicatio
Large open junctional wounds where packing is needed in conjunction to direct pressure and dressing

b.

application

i. Axilla, inguinal areas, and extremities

Contraindications:

Large wounds to the trunk

c. Special Considerations:

If hemostatic agent gauze is used
for wound packing hold direct
pressure to the hemorrhaging
vessel for 3 minutes

If non-hemostatic agent gauze is
used for wound packing hold direct
pressure to the hemorrhaging
vessel for 10 minutes

Be aware and cautious of neck
wounds.

i. Look for cavitation wounds
and/or subcutaneous
emphysema.

ii. If present, apply occlusive
dressing.
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TQ = TourniQueT

* ENSURE THAT TOURNIQUET
IS HIGH AND TIGHT

* CAN WOUND PACK AFTER

TOURNIQUET IN DISTAL
EXTREMITIES

*RE-CHECK ALL PROCEDURES
EVERY TIME YOU MOVE

ORDER OF PRECEDENCE
*DIReCT PRESSURE

*TOURNIQUET
AFTER TQ IS APPLIED, DO A
BLOOD SWEEP TO ENSURE
BLEEDING HAS STOPPED

*WOUND PACKING
APPLY PRESSURE TO PACKING:
3 MINUTES FOR QuikCLot
10 MINUTES FOR GAUZE

*CHEST SEALS
*REASSESS AND KEEP WARM

roLLow THE MARCH aLcormHM

IF YOU HAVE EXTRA HANDS AND OTHER PEOPLE CAN DO

STEPS WHILE YOU DO OTHERS, IT IS
OK AS LONG AS IT IS DONE PROPERLY
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Provider Level Gastric Tube Insertion Gastric Tube Insertion Suction Suction Venous Blood Sampling
(oral) (nasal) (upper airway) (tracheobronchial) (Blood Draw)

EMT NO NO YES NO NO

Paramedic \ YES (o) YES YES \ YES |

Orogastric Tube Insertion

a. Indications:
e Adult and pediatric patients following placement of advanced airway
e Maintenance of previously place gastric tube

b. Contraindications:
e Actual or suspected laceration or perforation of the esophagus
e Ingestion of a caustic substance

c. Special Considerations:
e Anticoagulant use (e.g., Coumadin, warfarin) or disorders of coagulopathy (hemophilia) is a relative

contraindication

Suctioning
a. Indications:
e  Obstruction of the airway or stoma (secondary to secretions, blood, or any other substance) that need to
be cleared
e Clear secretions, blood, etc. in a patient_currently being assisted by an airway adjunct such as an
OPA/NPA, endotracheal tube, tracheotomy tube, or cricothyrotomy tube
b. Contraindications:
e None
c. Special Considerations:
e Suctioning, particularly through endotracheal tubes, always risks suctioning the available oxygen, as well
as the fluid, from the airway. Limit the suction time to a few seconds while the catheter is being

withdrawn.

e Patients with pulmonary edema may have endless frothy secretions. Be sure to allow time for the patient
to breathe, even though it is tempting to continue suctioning.

e Complications may be caused both by inadequate and overly vigorous suctioning. Technique and choice of
equipment are very important. Choose equipment with enough power to suction large amounts rapidly to
allow time for ventilation.

Blood Draw (Non-Law)
a. Indications:
e  Blood sampling should be considered in any patient where lab testing would be medically beneficial.
b. Contraindications: r
e None ,
c. Special Considerations: m‘ — -
e DO NOT delay time sensitive treatments or transport in order to attain
blood sampling.
e  Avoid areas with cellulitis, hematomas, vascular shunt/graphs, and/or

A Minimum Fill
Indicator B

vascular access devices. ..’:‘,?.;n:,:,"n"r‘.u
ndicator
e  Order of blood draw: RED, BLUE, GREEN, LAVENDER _— et et
i. Ensure the BLUE tube has been filled to marker line. e S i

12 mm ¢ 75 mem|
Fll Brawy
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Description

a. Causes of respiratory distress can be numerous, making the assessment and treatment difficult. This guideline is
designed to create a simplified and standard treatment algorithm.

b. The goal is to maximize both oxygenation and ventilation without causing hyperoxemia.
Lungs sounds in conjunction with EtCO, and SpO, are crucial during the assessment and are REQUIRED on every
respiratory distress patient.

d. There are many non-pulmonary causes of dyspnea. If clear lung sounds are present, consider other causes such
as: pulmonary embolus, myocardial infarction, carbon monoxide, and/or anxiety.

e. |If certified, consider rapid sequence intubation (RSI) in any patient experiencing dyspnea WITH imminent
respiratory failure or respiratory arrest.

f.  For pediatrics, reference Pediatric Field Guide

Initial assessment
Place patient in position of comfort
Maintain patent airway and OXYGENATION
Obtain VS
Apply EtCO,
Acquire an early 12-lead EKG (if clinically indicated)

v

I Establish vascular access, if clinically indicated I

v

Lung Sounds Reveal

Wheezes/Rhonchi Rales Stridor
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ALBUTEROL NEB; PRN every 10 minutes
e ADULT and PEDIATRIC >2: 2.5 mg in 3 mL NS
e PEDIATRIC <2:1.25 mgin 3 mL NS

Consider (severe cases)

CONTINOUS NEB
e ADULT: 7.5 mg of ALBUTEROL in 9 mL via neb
e PEDIATRIC: NOT allowed

v

I Establish vascular access I

v

‘ Patient Condition Improved

General supportive care

ATROVENT; PRN every 15 minutes
o ADULT: 0.5 mg in 3 mL via neb
e PEDIATRIC: 0.25 mg in 3 ml via

Consider CPAP
® ADULT: see CPAP GUIDELINE
o PEDIATRIC: see CPAP GUIDELINE

If patient Condition Improved,
continue to BOX A

Asthma COPD

EPINEPHRINE 1:1,000; PRN every 3-5 minutes
e ADULT: 0.3 mg (0.3 mL) IM
o PEDIATRIC: 0.01 mg/kg (0.01 mL/kg) IM

DEXAMETHASONE; NOT repeated
e ADULT: 10 mg IV/I0/IM/PO
e PEDIATRIC: 4 mg IV/10/IM/PO

Special Considerations

- This guideline is designed to assist the prehospital

provider with the treatment of patients with
shortness of breath exhibiting wheezes/rhonchi.
IM epinephrine is only indicated for most severe
attacks & not responding to inhaled
bronchodilators. Use extreme caution when
administering. Cardiopulmonary monitoring is
mandatory

IV magnesium may be beneficial in some patients
with status asthmatics & should not be given
routinely, but should be reserved for life-
threatening attacks NOT responding to
conventional therapy

Wheezing may be a presentation of pulmonary
edema, “cardiac asthma” if suspected see

RALES GUIDELINE

If fever present and high suspicion of pneumonia,
avoid steroid administration

If allowed, consider combining ALBUTEROL and
ATROVENT (DUONEB) and administer via neb

If patient Condition Improved at Any time, continue to BOX A

Consider (If no improvement)
MAGNESIUM SULFATE; NOT repeated
e ADULT: 2 grams in 50 mL NS or DsW IV/10 over 10 minutes
e PEDIATRIC: 50 mg/kg in 50 mL NS or DsW 1V/10 over 10 minutes

Consider PPV with BVM & adjuncts

Consider: Severe Cases
EPINEPHRINE INFUSION
e ADULT and PEDIATRIC: 1 mg Epinephrine in a 1,000 mL NS or 0.5 mg in

500 mL NS, IV/IO infusion wide open to gravity

o Continuously reassess BP until titrated effect

o BP > 90 systolic (> Peds Guide recommendation), and/or return of distal
pulses, and/or improved mental status

Consider: If imminent respiratory arrest
e Rapid Sequence Intubation (if allowed)
e Consider KETAMINE as the induction agent

€002 Revised: 11/14/2018
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Suspected Cause

\

‘ Congestive Heart Failure/Other ‘

v

I Establish vascular access I

\

‘ High Altitude Pulmonary Edema
|

Immediate descent
General supportive care

v

Consider early CPAP
® ADULT: see CPAP GUIDELINE
e PEDIATRIC: see CPAP GUIDELINE

Consider early CPAP
o ADULT: see CPAP GUIDELINE
e PEDIATRIC: see CPAP GUIDELINE

v

NITROGLYCERIN; Repeat 0.4 mg sublingual every 5 minutes PRN Special Considerations
titrated to symptoms and blood pressure - This guideline is designed to assist the prehospital
e ADULT:

o SBP 100 to 120: 0.4 mg sublingual

o SBP 121 to 200: 0.8 mg sublingual _
o SBP >200: 1.2 mg sublingual _
e PEDIATRIC: NOT allowed -

Consider (if available)

NITROGLYCERIN PASTE
e ADULT:
o 0.5” to 2” applied to hairless skin, cover to prevent smearing

e PEDIATRIC: NOT allowed

If ETCO, reveals bronchospasm or clinical suspicion

ALBUTEROL NEB; PRN every 10 minutes
e ADULT and PEDIATRIC >2: 2.5 mg in 3 mL NS

Consider
CONTINOUS NEB
e ADULT: 7.5 mg of ALBUTEROL in 9 mL via neb

e PEDIATRIC <2:1.25 mgin 3 mL NS -

provider with the treatment of patients with shortness
of breath exhibiting rales.

Refer to DYSPNEA GUIDELINE for initial treatment
Maximize oxygenation and decrease work of breathing
Consider myocardial infarction in all these patients
and obtain a 12 lead EKG. See ACS GUIDELINE

Treat dysrhythmia as per appropriate guideline.
Consider treatment of anxiety, see BEHAVIORAL
EMERGENCY GUIDELINE

The most effective and reliable treatment of HAPE is
immediate descent and administration of
supplemental oxygen

Avoid nitroglycerin in any patient who has used
phosphodiesterase inhibitors including, but not limited
to the following; Viagra or Levitra in the past 24 hours
or Cialis in the past 48 hours due to possible severe
hypotension.

If allowed, consider combining ALBUTEROL and
ATROVENT (DUONEB) and administer via neb

If signs and symptoms of cardiogenic shock with poor
perfusion consider EPINEPHRINE INFUSION

e PEDIATRIC: NOT allowed

ATROVENT; PRN every 15 minutes
e ADULT: 0.5 mg in 3 mL via neb
e PEDIATRIC: 0.25 mg in 3 ml via neb

General supportive care

C003 Revised: 11/14/2018

Consider PPV with BVM & adjuncts

If imminent respiratory arrest, consider:
e Rapid Sequence Intubation, see RS/ GUIDELNE
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Croup

v

Severe Symptoms
Stridor at rest or biphasic
Severe retractions
Sp0,<90% despite O,
Altered LOC or cyanosis

I Establish vascular access I

v

°— Complete Obstruction

Suspected Cause

J

Foreign Body Airway Obstruction (FBAO)

Anaphylaxis

4

See ANAPHYLAXIS GUIDELINE

—@— Object Expelled

EPINEPHRINE 1:1,000; PRN every 30
minutes

e ADULT: 5 mg (5 mL) via neb
e PEDIATRIC: 0.5 mg/kg (0.5mL/kg) via
neb (Max initial does of 5 mg)

Consider:

HEIMLICH MANEUVER

v

Epiglottitis

DEXAMETHASONE; NOT repeated
e ADULT: 10 mg IV/IO/IM/PO
e PEDIATRIC: 4 mg IV/10/IM/PO

If the victim becomes unresponsive
e Begin CPR immediately but look in the mouth
before administering any ventilation , see
MEDICAL CARDIAC ARREST GUIDELINE
o If a foreign-body is visible, remove it

Visualize the posterior pharynx with a direct or
video laryngoscope to potentially identify and
remove the foreign-body using Magill forceps

Consider a cricothyrotomy if suspected

supraglottic obstruction and unable to ventilate

General supportive care h

Special Considerations

- This guideline is designed to assist the prehospital provider with the treatment of patients with shortness of breath exhibiting stridor
Causes of stridor include the following but are not limited to; croup, foreign body obstruction, allergic reactions, trauma, infection, and

masses

Do not perform blind finger sweep in the mouth and posterior pharynx
For visibly pregnant or obese patients perform chest thrusts

Epiglottitis is rare, but should be considered in unimmunized children and immunized adults. Keep patient calm and minimize agitation.
Airway manipulation is best done in the facility. Prepare for emergency cricothyrotomy
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Description

a. This guideline is designed to assist the prehospital provider with the treatment of patients with acute coronary
syndrome.

b. There are many signs and symptom of ACS, however it is only one part of the decision making process in regards to
activating a cardiac alert.
c.  When activating a cardiac alert, the goal is to identify a patient with ST-segment elevation myocardial infarction

(STEMI) in the prehospital setting, and to provide advanced notification to the receiving facility in order to
minimize delay to definitive care.

Cardiac Alert Inclusion Criteria
a. Chest discomfort consistent with ACS AND
b. 12-lead ECG showing
e ST-segment elevation (STE) of at least 1 mm in two or more anatomically contiguous leads, or
e 2 mm ST depression or greater in V1-V2 (posterior), or
12-Lead ECG computer interpretation of “ACUTE MI” or
Modified Sgarbossa's Criteria (if LBBB present) shows;
i. Concordant ST-segment elevation 21 mm in any lead
c. If unsure if patient is appropriate for Cardiac Alert, discuss with receiving facility physician

Cardiac Alert Treatment
a. Treat according to the ACS guideline en route
b. Notify receiving hospital ASAP with ETA and request CARDIAC ALERT
e Do not delay hospital notification. If possible, notify ED before leaving scene
c. EKG transmission (if available)
e  Utilize Pulsara application, if available
d. Attach defibrillation pads for precautionary measures
e. Rapid transport to appropriate facility

f.  If patient does not meet inclusion criteria, yet clinical scenario and ECG suggests STEMI, request medical consult
with receiving facility.

Documentation Requirements
a. Time of first patient contact
b. Time of first EKG
c. Attach EKG to ePCR
d. Complete serial 12 leads, if time allows

Special Considerations

a. Suspicion of an acute Ml is based on a complete assessment and history. DO NOT be reassured by a "normal”
monitor strip. Conversely, "abnormal” strips (particularly ST and T changes) can be due to technical factors, lead
placement, and/or non-acute cardiac diseases.

e Any changes SHOULD be documented and relayed to physician on arrival at ED

b. Consider causes other than cardiac for chest pain - pulmonary embolus, dissecting aneurysm, pneumothorax,
pneumonitis, etc.

D001 Revised: 11/14/2018
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2 Check Availability with EMResource -

.
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Special Considerations

Initial assessment

- Assess lung sounds prior to administering Positive findings of ACS signs/symptoms
fluid to any patient at high risk for CHF Maintain patent airway and OXYGENATION

- Treat any dysrhythmias per specific Acquire VS & early 12-lead EKG
guideline |

- Consider right sided and/or posterior

-12-lead EKG’s ASPIRIN; NOT repeated

e ADULT: 162 to 324 mg tablets
e PEDIATRIC: NOT allowed

v

STEMI

Activate Cardiac Alert

v

I Establish Vascular Access I

v

Signs and symptoms of poor perfusion

FLUID THERAPY; PRN until systolic BP between 80-100 I Consider PAIN MANAGEMENT I
o Challenge: 250 to 500 mL NS IV/10
Consider

EPINEPHRINE INFUSION
e ADULT and PEDIATRIC: 1 mg Epinephrine in a 1,000
mL NS or 0.5 mg in 500 mL NS, IV/I0 infusion wide
open to gravity
o Continuously reassess BP until titrated effect
o BP >90 systolic (> Peds Guide recommendation),
and/or return of distal pulses, and/or improved
mental status

D001 Revised: 11/14/2018
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Initial assessment
Maintain patent airway and OXYGENATION
Acquire VS & early 12-lead EKG

I Establish vascular access I

v

Signs of poor perfusion

Adult

Pediatric

Initiate CPR as clinically indicated
(HR<60 with S/S of poor perfusion

General supportive care

TRANSCUTANEOUS PACEMAKER (TCP)

o ADULT: Set rate at 60 beats per minute,
begin energy at lowest dose
o Increase energy until electrical
capture.

Consider:

EPINEPHRINE 1:10,000; PRN every 3 to 5
minutes
e PEDIATRIC: 0.01 mg/kg (0.1 mL/kg )
IV/I0

Consider:

ATROPINE (if time allows); PRN every 3-5
minutes

e ADULT: 0.5 mg IV/10; MAX 3 mg

ATROPINE; PRN x1
e PEDIATRIC: 0.02 mg/kg (0.2 mL/kg)
IV/10 (minimum dose 0.1 mg, MAX
single dose 0.5 mg

TRANSCUTANEOUS PACEMAKER (TCP)
o PEDIATRIC: Set rate at 80 beats per
minute, begin energy at lowest dose
o Increase energy until electrical

capture.
v

Consider

EPINEPHRINE INFUSION

e ADULT and PEDIATRIC: 1 mg Epinephrine in a 1,000 mL NS bag, 1V/10 infusion wide open to gravity
o Continuously reassess BP until titrated effect

o BP > 90 systolic (> Peds Guide recommendation), and/or return of distal pulses, and/or
improved mental status

- This guideline is designed to assist the prehospital provider with the treatment of patients with bradycardia.

Consider epinephrine infusion early if poor perfusion or hypotension persists after TCP

Once stable, consider PAIN MANAGEMENT GUIDELINE
Symptomatic and severe bradycardia is typically related to:

o Ischemia

o Medications (beta blocker, calcium channel blocker)

o Electrolytes (hyperkalemia)
Capture thresholds in children are similar t

o those in adults

In pediatrics, identify and treat any potential respiratory etiologies
If stable and there is a 2™ degree type 2 or 3" degree AV block, attach pacer pads and be prepared for transcutaneous pacing

D002 Revised: 11/14/2018
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Initial assessment
Maintain patent airway and OXYGENATION
Acquire VS & early 12-lead EKG

I Establish vascular access I

v

Signs of poor perfusion

v

Wide complex QRS > 0.12 sec

I VAGAL MANEUVERS I

SYNCHRONIZED CARDIOVERSION; PRN if no improvement
e ADULT: Maximum joules
e PEDIATRIC: 2 J/kg

Consider

Sedation (if hemodynamically stable &/or time allows)
If narrow complex and/or time allows, consider adenosine

MIDAZOLAM; PRN every 10 minutes

e ADULT: Up to 5 mg IV/I0/IM/IN; MAX 10 mg

e PEDIATRIC: 0.1 mg/kg IV/10/IM/IN; MAX 5 mg
o MAX single dose 5 mg

—©-
-©-

AMIODARONE (regular and monomorphic ONLY)
e ADULT: 150 mg infusion over 10 minutes IV/IO
e PEDIATRIC: NOT ALLOWED

Consider MAGNESIUM if polymorphic; NOT repeated
e ADULT: 2 grams slow bolus over 5 minutes IV/IO
o PEDIATRIC: NOT ALLOWED

Consider SYNCHRONIZED CARDIOVERSION if unsuccessful

ADENOSINE (if regular); Repeat x1 if no improvement
e ADULT: 12 mg rapid bolus IV/10, with a 20 mL NS flush

e PEDIATRIC: 0.2 mg/kg rapid bolus IV/IO (max 12 mg), with a 20 mL

NS flush

Successful Conversion/Rate Control

General supportive care
Acquire post conversion 12-lead EKG

CARDIZEM (if irregular); Repeat x1 ONLY after 15 minutes

e ADULT: 20 mg IV/IO slow bolus over 2 to 5 minutes, repeat at 25 mg

IV/I0
o PEDIATRIC: NOT ALLOWED
Consider SYNCHRONIZED CARDIOVERSION if unsuccessful

Special Considerations

- This guideline is designed to assist the prehospital provider with the treatment of patients with tachycardia

- Amiodarone is NOT recommended for monomorphic IRREGULAR wide complex tachycardias. If stable, SUPPORTIVE CARE ONLY
- Consider contacting Medical Control for direction if conversion is unsuccessful

hypovolemia, before considering cardioversion.

treat underlying causes.

- Consider MAGNESIUM for Torsade’s De Pointes with a pulse

Chronic atrial fibrillation is rarely a cause of hemodynamic instability, especially if rate is < 150 bpm. First correct hypoxia and/or

Sinus tachycardia rarely exceeds 150 bpm in adults; or 220 bpm in children < 8 years and does not require or respond to cardioversion,

D003 Revised: 11/14/2018
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General Electrotherapy Guidelines
a. Analyze/assess and defibrillate rhythm ASAP, if indicated
For pediatrics, reference Pediatric Field Guide
Use maximum energy setting when defibrillating
EMTs and AEMTs use AED or heart monitor in AED mode
If cardiac arrest patient has an implantable cardioverter defibrillator (ICD) or pacemaker: place pacer/defibrillator pads at least
1 inch from device. Biaxillary or anterior posterior pad placement may be used.

® o0T

General Chest Compressions Guidelines

a. For best practices, minimize interruptions, resume compressions immediately after shocks, or rhythm checks. Check

pulses ONLY if organized rhythm is identified.

Push hard and fast (100-120 compressions per minute) and allow complete chest recoil

Assess quality of CPR with continuous waveform capnography, if EtCO, < 10, reassess quality of compressions

If using automated CPR devices, follow manufacturer’s specifications

In pediatrics, compression depth SHOULD be 1/3 of anteroposterior chest diameter.

Left-lateral tilt is used to improve maternal hemodynamics during cardiac arrest; the degree of tilt should be at a tilt 230° or

manually displace the uterus.

e  Performed from either the patient's left side with the 2-handed technique or the patient's right side with the 1-

handed technique.

ol

General Airway Management Guidelines
a. Passive Ventilation: Open the airway; place NPA/OPA, place NRB facemask with O, at 15 L/min for or place I-Gel and attach
passive O, port to O, at 8 L/min for first 3 cycles of chest compression.
e Iftime allows, AND there are appropriate resources, AND interruptions of chest compressions can be limited,
consider endotracheal intubation after the 1% 3 cycles and/or if I-Gel is not working.
b. Positive Pressure Ventilation: If hypoxic arrest suspected (e.g. asphyxiation, status asthmaticus), begin ventilations immediately.
e  Anadvanced airway (King, LMA, |-Gel, ETT) WITH positive pressure ventilation can be placed any time if asphyxial
arrest suspected.
e  Placement SHOULD NOT interrupt compressions and ventilatory rate SHOULD be at 10 BPM

Return of Spontaneous Circulation (ROSC)
a. Following ROSC, several simultaneous interventions must be performed to optimize care and maximize patient outcome.
b.  Survival and neurologic outcome worsen with fever, hypoxia, hypo/hypercapnia, and hypotension. Post-ROSC care should focus
on prevention of these elements.
c.  Make sure to document;
e Time of arrest (or time last seen normal)
e Witnessed vs. unwitnessed arrest
e Initial AED rhythm: shockable vs. non-shockable
e  Bystander CPR provided including how long
e  Time and GCS of ROSC
e If time allows complete a post arrest/ROSC 12-lead

General Environment Guidelines

a. CPRina moving ambulance or on a cot is ineffective and is not recommended to transport patients to a facility without a pulse.

e Ingeneral, work cardiac arrest on scene either to ROSC, or the field pronouncement, see DEATH in the FIELD
GUIDELINE.

b. Look for early identifiable and/or reversible causes
c.  Family presence during resuscitation is preferred by most families, it is rarely disruptive, and may help in the grieving process
for family members. Family presence during resuscitation is recommended, unless disruptive to resuscitation efforts.

General Medication Guidelines
a. Insuspected hyperkalemic arrest, consider early administration of CALCIUM and SODIUM BICARBONATE
b. Consider MAGNESIUM for polymorphic VT/Torsades De Pointes

c. Epinephrine alternative: 2 mgin 500 mL NS bag wide open on an pressure infusion pump (BP cuff at 300 mmHG) through a
humeral head IO site ONLY for patients >13 years old. MAX of epinephrine is 3 mg for the entire arrest cycle.
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Repeat Cycle

——

* Passive oxygenation with NRB AND airway adjuncts

DEFIBRILLATE; PRN every 2 minutes

Initial assessment
Initiate continuous chest compressions
Attach AED/Manual Defibrillator
I-Gel and attach O, port

I Establish Vascular Access I

or é

PEA/Asystole

Initiate chest compressions

e ADULT: Maximum Joules
e PEDIATRIC: 4 J/kg

Initiate chest comnressions

v

v

EPINEPHRINE 1:10,000; PRN every 3-5 minutes; MAX 3 doses
e ADULT: 1 mg IV/10 or 2 mg in 500 mL NS Humeral 10 ONLY

EPINEPHRINE 1:10,000; PRN every 3-5 minutes; MAX 3 doses
e ADULT: 1 mg IV/10 or 2 mg in 500 mL NS Humeral 10 ONLY
e PEDIATRIC: 0.01 mg/kg (0.1 mL/kg) IV/IO

e PEDIATRIC: 0.01 mg/kg (0.1 mL/kg) IV/10

\’

Rhythm Check

v

Rhythm Check
If PEA/Asystole go to BOX B

If ROSC go to BOX C

2

DEFIBRILLATE; PRN every 2 minutes
e ADULT: Maximum Joules
e PEDIATRIC: 4 J/kg

Chest Compressions for 2 minutes

v

AMIODARONE; PRN every 3-5 minutes
1* DOSE

If VF/PULSELESS VT go to BOX A
If ROSC go to BOX C

2

Chest Compressions for 2 minutes

v

Rhythm Check
If VF/PULSELESS VT go to BOX A
If ROSC go to BOX C
If no response after 20 minutes consider BOX D

Repeat Cycle

e ADULT: 300 mg IV/IO

e PEDIATRIC: 5 mg/kg IV/IO

2" DOSE (stop after 2™ dose (MAX 450 mg)
e ADULT: 150 mg IV/IO

e PEDIATRIC: 5 mg/kg IV/IO

v

Rhythm Check
If PEA/Asystole go to BOX B
If ROSC go to BOX C
If no response after 20 minutes

Return of Spontaneous Circulation (ROSC)

1) Optimize oxygenation/ventilation

eEstablish Advanced Airway (if applicable)

eMaintain patent airway and OXYGENATION

*EtCO, between 35 to 45 mmHG

¢ Avoid hyperventilation and hyperoxygenation
2) Assess for shock and volume status

eConsider EPINEPHRINE INFUSION if fluid resuscitation unsuccessful

eAcquire 12 Lead EKG

eInitiate Cardiac Alert (if clinically indicated)

eTreat dysrhythmias per specific guideline
3) Elevate head of bed at 30°

consider BOX D

DEFIBRILLATE; PRN every 2 minutes
o ADULT: Maximum Joules

¢ PEDIATRIC: 4 J/kg

Chest Compressions for 2 minutes
Consider Advanced Airway

e ADULT: SGA or ETT
e PEDIATRIC: SGA

D004 Revised: 11/14/2018

Termination of Resuscitation (TOR) D
1) Consider termination after no reversible causes have been identified if
ONE of the following criteria is met:
o ALS Providers
- The patient is in asystole or PEA

- EtCO2 is <10 after 20 minutes of ALS care AND there is no return of
spontaneous circulation. This is NOT intended to change the course of
treatment once transport has been initiated.

oBLS Providers:
- No ROSC despite “no shock advised” on 3 sequential AED analysis




Description

a.

This guideline is designed to assist the prehospital provider with the delivery of the newborn and neonatal
resuscitation.

History and Presentation

a.

History of mother: age, due date, prenatal care, previous pregnancies and problems, high risk, medications,
duration of labor, foul-smelling or stained amniotic fluid, possibility of twins.

If baby is NOT delivered and head is NOT appearing at vaginal opening with contractions, transport rapidly and
consider stopping the ambulance for delivery as clinically indicated.

If baby is not delivered, but head visible with contractions (crowning), delivery is imminent.

Special Considerations

a. The decision to progress beyond initial steps is based on an assessment of respirations (apnea, gasping, labored, or
unlabored breathing) and heart rate (>/< 100 bpm)
b. Assist ventilations at a rate of 40-60 breaths per minute to maintain HR > 100 and use 2 person BVM when possible
c. For CPR, 2 thumbs-encircling hands technique preferred
e Allow full chest recoil
e 3:1 ratio for compressions to ventilations, with 90 compressions and 30 breaths per minute, to achieve
120 events per minute.
d. Coordinate with ventilations so chest compressions are NOT delivered simultaneously
e. Consider, hypoglycemia, hypovolemia and pneumothorax
f.  Suction is ONLY indicated when there is an obvious obstruction to spontaneous breathing or those requiring
positive-pressure ventilation.
g. Neonatal resuscitation, unlike most other resuscitation situations, requires careful attention to temperature.
h. When needed to establish vascular access in the, immediate interosseous (10) access is preferred, then later if
needed obtain a peripheral IV access site.
e NO pressure infusion bag recommended for infant 10 access, instead use manual pressure for
administration of medications.
APGAR
a. Document APGAR score at 1 and 5 minutes
b. APGAR Scoring Chart

Activity (muscle tone) Absent Flexed arms and legs

Pulse Absent <100 BPM

Grimace (reflex irritability) | Floppy Minimal response to stimulation

Appearance (skin color) Blue; pale | Pink body, blue extremities

Respiration Absent Slow and irregular
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Maternal Care

Initial assessment
Maintain patent airway and OXYGENATION

Obt

If allowed, establish vascular access

ain VS

Fetal

Delivery

Dry, warm, position, suction (if clinically indicated), stimulate

v

‘ Gasping, apneic or HR<100 H Evaluate Heart Rate, Color, and Respirations H Breathing, pink, & HR >100 ‘

ﬂ Positive pressure ventilation

4

‘ Weak cry, cyanotic, & HR>100 ‘ ﬂ General supportive care

4

Supplemental oxygen

v

‘ Condition improved after 30 seconds? ‘

‘ Condition improved after 30 seconds? ‘

Proceed to BOX B

Proceed to BOX A

Proceed to BOX B

‘ HR<60 BPM ‘

.

Initiate chest compressions

v

I Establish vascular access I

v

‘ Condition Improved after 60 Seconds? ‘

Repeat Cycle

Proceed to BOX B

EPINEPHRINE 1:10,000; PRN every 3-5 minutes
e PEDIATRIC: 0.01 mg/kg(0.1 mL/kg) IV/I10

Timeline BIRTH

30 Sec

60 Sec

Vascular 90 Sec
Access

D005 Revised: 11/14/2018
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Maintain patent airway and OXYGENATION

Initial assessment

Acquire VS & early 12-lead EKG

Establish vascular access I

v

Strong suspicion of hyperkalemia or documented Lab Value of K+ > 6mEq/L

AND EKG demonstrates;

Moderate
(6.5-8.0 mEq/L)

Severe
(> 8.0 mEq/L)

Loss of P wave

Prolonged QRS complex
5T-segment elevation

Ectopic beats and escape rhythms

Progressive widening of QRS complex
Sine wave

Ventricular fibrillation

Asystole

Axis deviations

Bundle branch blocks

Fascicular blocks

General supportive care

ALBUTEROL; PRN x1

Special Considerations

- This Guideline is designed to assist the prehospital

provider with the treatment of patients with
suspected hyperkalemia.

Suspect hyperkalemia in any patient with a new
bradyarrhythmia or AV block, especially patients
with renal failure, on hemodialysis, rhabdomyolysis,
or taking any combination of ACE inhibitors,
potassium-sparing diuretics and potassium
supplements.

Untreated, severe, states of hyperkalemia can
suddenly decompensate into asystole or ventricular
fibrillation. A high index of suspicion and rapid
treatment is required in order to prevent cardiac
arrest.

If patient progresses into cardiac arrest, follow
MEDICAL CARDIAC ARREST guideline

e ADULT: 10 mg (in 12 mL) via neb; MAX 20 mg
e PEDIATRIC: NOT ALLOWED
Consider early CPAP
e ADULT: see CPAP GUIDELINE
e PEDIATRIC: NOT ALLOWED

CALCIUM CHLORIDE; PRN every 10 minutes to a MAX 3 doses
e ADULT: 1 gram slow bolus over 2 to 5 minutes IV/IO
o PEDIATRIC: NOT ALLOWED

OR
CALCIUM GLUCONATE; PRN every 10 minutes to a MAX 3 doses
e ADULT: 3 grams slow bolus over 2 to 5 minutes IV/IO
o PEDIATRIC: NOT ALLOWED

to <100 ms (if applicable)
e ADULT: 100 mEq bolus IV/IO of an 8.4% solution

NS and administer at 200 mL/hr
e PEDIATRIC: NOT ALLOWED

SODIUM BICARBONATE; PRN until cessation of seizers or QRS shortens

- In severe cases consider drip; Mix 150 mEq (150 mL) in 1,000 mL
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Description

a. This guideline is designed to assist the prehospital provider with the treatment of patients with a ventricular assist

device.

b. A Ventricular Assist Device (VAD) is a mechanical device used to support circulation in a patient with significant

ventricular dysfunction.

e The Left Ventricular Assist Device (LVAD) is typically used to support the left ventricle and provide
additional cardiac output.

e This device can be placed short term to bridge patients until they can receive a heart transplant or long
term for people who are not candidates.

e LVAD patients can be identified by an electric driveline cable that comes directly out of their abdomen
and connects to an external control pack powered by two external batteries they will be wearing with a
bag, harness or vest. The patient still has underlying heart function and rhythm that can be assessed and
treated as appropriate per guidelines.

e  Typically, LVAD patients have no discernible pulse. Blood pressure measurement requires manual BP cuff
and Doppler, therefore utilize other parameters for patient assessment (see below).

Initial assessment
Maintain patent airway and OXYGENATION
Acquire VS & early 12-lead EKG
e LOC
RR and work of breathing
Skin color/temperature
EtCO,

I Establish vascular access I

v

Is the Patient Stable?

General supportive care

Is the VAD Operational and/or Patient Breathing?

Special Considerations
- HR > 100 is hemodynamically unstable
- VAD patient family members are excellent resources
to assist with patient history and evaluation/repair
of VAD alarms/faults
- Common VAD Complications
e CVA
o TIA
Arrhythmias
Infections
Sepsis
Obstructions
Pump Failure

o Auscultate chest for “whirling” sounds
e Examine VAD control unit for alarms

Assess for shock and volume status

eConsider EPINEPHRINE INFUSION if
fluid resuscitation unsuccessful
eTreat dysrhythmias per
o BRADYDYSRHYTHMIA guideline
o TACHYDYSRHYTHMIA guideline

eInitiate chest compressions

eFollow MEDICAL CARDIAC ARREST
guideline

*Notify destination of VAD patient
inbound
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Description

a.

This guideline is designed to assist the healthcare provider with the assessment and treatment of those with
behavioral emergencies.
Agitation is an “excess of one or more behaviors that occurs throughout an altered state of consciousness”
(Bogner & Corrigan, 1995). Like other conditions, agitation has a continuum of severity and should be managed
appropriately. Mild to moderate agitation should be managed with benzodiazepines, while extreme agitation is
viewed as a potential medical emergency and should be managed with KETAMINE.
e Mild to Moderate: Nonviolent presentation where verbal calming/coaching is ineffective such as anxiety.
e Extreme agitation: A patient who demonstrates poor impulse control, aggressive excitement, non-
purposeful movements, and/or unrelenting violent/disruptive behavior AND has the potential for/or
requires physical restraint.
Respect the dignity and privacy of the patient, the establishment, and all those involved with the scene
Assure physical safety of the EMS personnel, the patient, and all on scene
Use reasonable physical restraints ONLY if attempts of verbal control are unsuccessful
e  Police should be on scene for scene safety, when possible
Consider medical complications that cause irrational behavior such as closed head injury (CHI), diabetes, ETOH,
etc.
If a patient has an isolated mental health complaint (e.g. suicidal), and does not have a medical complaint or need
specific medical intervention, then that patient may be appropriately transported by law enforcement or other
appropriate secure transport agency according to their guidelines.

Initial Approach

a.
b.
c.

Communicate in a calm, non-derogatory, and non-threatening manner
Clearly identify yourself as a MEDICAL PROVIDER and offer assistance
If not done earlier, contact law enforcement if the person is a threat to themselves or others

Special Considerations

a.
b.
c.

j

Respect the dignity and privacy of the patient, the establishment, and all those involved with the scene
Assure physical safety of the EMS personnel, the patient, and all on scene
Consider medical complications that cause irrational behavior such as closed head injury (CHI), diabetes, ETOH,
etc.
If a patient has an isolated mental health complaint (e.g. suicidal), and does not have a medical complaint or need
specific medical intervention, then that patient may be appropriately transported by law enforcement according
to their guidelines.
Constantly monitor patient, vital signs, and airway to prevent injury, aspiration, or harm
Carefully and thoroughly document the restraint rationale and type, revaluations, all persons involved including
PD, any injury to the patient or provider, as well as patient condition upon hospital transfer of care.
All individuals being transported with handcuffs SHOULD be accompanied by a police officer. If not possible,
request that police follow behind the ambulance so as to be readily available to remove handcuffs if needed.

e EMS Personnel are NOT allowed to use handcuffs
In those situations where a female patient is being transported and a female is not part of the crew, the provider
should attempt to have a female police officer accompany the patient to the hospital. Same goes for a male
patient.

e Consider documenting the beginning and ending mileage with dispatch via radio communication
Always consider these patients dangerous and be cognitive of hidden weapons

e Request law enforcement to search for weapons
Be aware of potential complications of preexisting medical conditions with the application of restraints such as
obesity, ACS, diabetes etc.
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Can access to the patient be
gained without forced entry?

o

YES Is the scene safe?

The CSFD Officer on

scene will make

decision on forcible

entry

e |tis NOT
recommended to
force entry in this

Is the patient
cooperative with
EMS?

o If homicidal
threats, back
out and await
PD involvement

©-

o

Exit the scene immediately

Patient has decision making capacity
® See REFUSAL GUIDELINE

General supportive care

Or
Call for CRT

Complete detailed refusal
paperwork
o See REFUSAL GUIDELINE

- Consulting Medical Control is always an option, but NOT required. This guideline provides
a standing order allowing prehospital providers to use collective judgment to force
(including physical and chemical restraints) a patient to be brought into the ED against
his/her will. If the collective judgment, for the patient with decision making capacity, is
that forceful transport would reasonably cause harm to EMS/Fire personnel than the
standing order allows EMS/fire personnel to leave the patient in place.

- Be aware that consulting a Medical Control physician MAY provide you with a “suggestion”
for the patient to receive emergent evaluation BUT DOES NOT equate to a mental health

hold (M1)

Special Considerations

Communicate with fellow EMS providers

to decide if patient requires ED

evaluation (if suicidal, see

SI ASSESSMENT TOOL. If YES, develop a

plan to get the patient to the ED. If

deemed necessary, contact ED physician,

CRT or CSFD 73/AMR supervisor for

consult.

e All EMS personnel agree upon the
plan

o [f not in agreement the FD Officer will
make final decision if on scene

May leave in place with handout, see REFUSAL
GUIDELINE

- Not every scenario will fit perfectly into this algorithm. Please take into account external

factors that may be influencing the patient’s decision making capabilities like drugs, ETOH,
or psychiatric disorders.
CRT (Community Response Team)

o CRT1: Monday-Thursday, 1000-1900: Cell: 719-493-0654

o CRT2: Friday-Monday, 1000-1900 Cell: 719-499-6042

o CRT3: Monday-Thursday, 1400-2300 Cell: 719-619-9728

Suicidal Ideation Assessment Tool

Wish to be dead, nonspecific active suicidal thoughts without a plan or intent to act

Proceed with the plan if the plan

presents minimal risk to patient and

EMS personnel.

o This plan can include both physical
and CHEMICAL RESTRAINT when

Active suicidal ideation with specific plan and intent

Preparatory acts (plan, telling friends, writing letters, giving away belongings etc.)

Actual, aborted or interrupted attempt
Lower Risk

High consideration of transport, if CRT
unavailable

E001 Revised: 11/14/2018
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Indications (Physical Restraints)
a. Restraints may be indicated for patient who meet the following criteria:
e Significant impairment (e.g. intoxication, medical illness, injury, psychiatric condition, etc.) and lacks
decision-making capacity regarding his or her own care).
e  Exhibits violent, combative or uncooperative behavior who does not respond to verbal de-escalation
e Considered to be a risk for behavior dangerous to others or healthcare providers
b. Special Considerations
e Use reasonable physical restraints ONLY if attempts of verbal control are unsuccessful
i. Police should be on scene for scene safety, when possible
e Use standard accepted restraining techniques including commercial restraints if possible
e Have all equipment and personnel ready (restraints, suction, a means to promptly remove restraints)
e  Use assistance such that, if possible, 1 rescuer handles each limb and 1 manages the head or supervises
the application of restraints.
e Apply restraints to the extent necessary to allow treatment of, and prevent injury to, the patient
i. Lack of or weak restraint may place patient and others at greater risk
e Assess all limbs for sensory and motor function in addition to circulation post restraints
e Avrestrained patient may never be left unattended
e Hobble restraints are NOT ALLOWED and the patient MUST NEVER be restrained in the prone position

Chemical Sedation

Initial assessment
Maintain patent airway and OXYGENATION
Acquire VS (if possible)

v

«—] : : I
Mild to Moderate Agitation Chemical Sedation xtreme Agitation

Behavioral/ETOH/Drugs etc. Suspected ExDs etc.

\ v

MIDAZOLAM; PRN every 10 minutes ***\\aivered ONLY***
* ADULT: Up to 5 mg IV/IO/IN/IM; MAX 10 mg KETAMINE; contact MEDICAL Control for repeat doses
o PEDIATRIC: 0.1 mg/kg IV/10/IN/IM; MAX 10 mg e ADULT ADULT > 13: 250 to 500 mg IM
o LN EIEEeEEE rgi e PEDIATRIC <13: NOT ALLOWED

DIAZEPAM; PRN every 10 minutes
e ADULT: Up to 5 mg IV/I0/IM; MAX 10 mg
o PEDIATRIC: Up to 0.25 mg/kg IV/IO/IM
o MAX single dose 5 mg

v

General supportive care
Apply physical restraints
Earlyl2-lead EKG if clinically indicated
If suspected ExDs, see HEAT RELATED EMERGENCY

v

I Establish vascular access I
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erebra

Description
a. This guideline is designed to assist the prehospital provider in navigating the treatment of a patient with suspected
stroke.

Stroke Screening
a.  Utilize the BE-FAST stroke screening in conjunction with a neurological assessment to help identify a potential
stroke.

b.  If there are any positive findings during the exam, consider a stroke alert.
e Balance: Is the person experiencing a sudden loss of balance or coordination?
e Eyes: Is the person having a sudden change in vision or trouble seeing, or abnormal pupils?
e  Face: Does one side of the face droop?
e Arms: Does one arm drift?
e Speech: Is their speech slurred or strange?
e Time: What time did symptoms begin? When was patient last known well?

Stroke Severity
a.  The Cincinnati Stroke Triage Assessment Tool (C-STAT, formerly known as the Cincinnati Prehospital
Stroke Severity Scale) assigns patients a value from 0 to 4 based to the below criteria.
e A higher score indicates more severe stroke
e Itis designed to identify large vessel occlusions ONLY
b.  Patients with a score >2 SHOULD be transported to the nearest Comprehensive Capable Stroke Center
e If unavailable, then transport to the next closest appropriate facility with CT and thrombolytic capability

Cincinnati Stroke Triage Assessment Tool (C-STAT)

1) Ask the patient
a. Age Correctly answers both questions or follows both commands 0
. b. Current month
Level of Consciousness
2) Have them follow commands;
a. Open and close eyes Incorrectly answers at least 1 question AND does NOT follow at 1
b. Open and close hands least 1 of commands
Absent 0
Abnormal Gaze Observe eye deviation to one side
Present 2
) Extend the arm of the patient Can hold arm(s) up for > 10 seconds 0
Arm Motor Function o fip irs o 1t R
90° (if sitting) or 45° (if supine) Cannot hold up either left/right or both arm(s) for > 10 seconds 1
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Receiving Facility Capability

Check Availability with EMResource

PSC = Primary Stroke Center Initial assessment
e ONLY has the ability to Maintain patent airway and OXYGENATION
provide TPA Acquire VS & early 12-lead EKG if clinically indicated
CCSC = Comprehensive Perform neuro/BE-FAST exam AND BGL evaluation

Capable Stroke Center
e Has the ability to provide I Establish vascular access, if possible I
TPA and intracranial v

intervention treatment

Stroke symptoms onset < 12 hours

Complete C-STAT
v Transport to closest
PSC or CCSC
C-STAT>2

© O

Activate Stroke Alert

v v

TRANSPORT to a CCSC Transport to closest
ADDs <15 minutes? PSC or CCSC
Transport to closest CCSC Transport to closest
PSC or CCSC

Special Considerations

- Be mindful of airway compromise, see AIRWAY MANAGEMENT GUIDELINE

- If allowed, consider RSl in the patient whose airway is compromised, see RS/ GUIDELINE

- If possible, elevate the head of the bed 30° during transport

- If possible, continually monitor EKG

- If possible, establish two 18G or larger IV access sites

- Not all neurologic deficits are caused by stroke. Look for treatable medical conditions such as hypoglycemia, hyperglycemia,
hypothermia, hypoxia, hypotension, encephalopathy, infection, seizure, and/or hyperthermia.

- Treat hypoglycemia per DIABETIC EMERGENCY GUIDELINE

- Treat seizures per SEIZURE GUIDELINE

- Treat infection per SEPSIS/INFECTION GUIDELINE

- Treat hyperthermia per HEAT EMERGENCIES GUIDELINE

- There is no substantial evidence of acute blood pressure management in the prehospital setting for acute stroke therefore,
hypertension SHOULD just be monitored, avoid excessive fluid administration.
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Initial assessment
Maintain patent airway and OXYGENATION
Acquire VS & early 12-lead EKG if clinically indicated
Acquire blood glucose level (BGL), treat per DIABETIC EMERGENCY GUIDELINE

I Establish vascular access, if possible I

v

Active Seizure or Eclampsia Post-Ictal
Eclampsia etiology l Medical or Trauma etiology General supportive care
MAGNESIUM SULFATE; NOT repeated DIAZEPAM; PRN every 10 minutes n
e ADULT: 5 grams in 50 mL NS or e ADULT: 10 mg IV/IO/IM
DsW infused over 5 to 10 minutes e PEDIATRIC: 0.5 mg/kg IV/10/IM, MAX single dose 10 mg
OR
l MIDAZOLAM; PRN every 10 minutes
e ADULT: 5 mg IV/IO/IN/IM
Seizure stopped e PEDIATRIC: 0.1 mg/kg IV/10/IN/IM, MAX single dose 5 mg

v

Seizure stopped

supportive care

General Go to BOX A

General supportive care

If seizure is uncontrolled with benzodiazepine
administration AND imminent respiratory compromise,
consider RSI, see RSI GUIDELINE

o Benzodiazepines SHOULD be used for sedation post RSI

Special Considerations
This guideline is designed to assist the prehospital provider in navigating the treatment of a patient with seizures
Assess possibility of occult trauma and substance abuse
Be prepared to assist ventilations especially if versed is used
In patients over the age of 50, seizures may be due to dysrhythmias or stroke. Of these, dysrhythmia is the most important to recognize in
the field.

Consider nonconvulsive status epileptics in the patient with a prolonged post-ictal state that is not improving. Manage this state with
continued benzodiazepine administration

Pregnant patients DO NOT need to be actively seizing to administer, if there was witnessed seizure activity prior to arrival the patient
SHOULD receive magnesium
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Description

a. This guideline is designed to assist the prehospital provider in navigating the treatment of a patient with a

suspected infection.

b. These patients should be transported to a comprehensive facility capable of facilitating early “surviving sepsis

guidelines”.

c. Administration of effective intravenous antimicrobials within the first hour of recognition of septic shock and
severe sepsis without septic shock is the goal of therapy.
d. Providers SHOULD evaluate during transport for potential source of infection (urine, lung exam, full skin exam)
and report any potential sources to the receiving hospital.

Initial assessment with Suspected Infection
Maintain patent airway and OXYGENATION
Acquire VS & early 12-lead EKG if clinically indicated

Does the patient have 2 of the following?
o Altered Mental Status (GCS<15)

o Respiratory rate > 22 breaths per minute
e Systolic BP <100 mmHg

e EtCO, <25 mmHG

I Establish vascular access I

Pediatric

o Altered Mental Status

e EtCO, < 25 mmHG

Does the patient have 2 of the following?

e Poor Capillary Refill > 2 seconds
o Systolic BP < Recommended BP in Peds Guide

Activate Sepsis Alert

General Supportive Care

FLUID THERAPY; PRN until improved perfusion
e 30 mL/kg NS IV/IO

Neonate

Pediatric Blood Pressure Chart
Weight Systolic BP

67-84

4 Months

v

Improved Perfusion

General Supportive Care

2 Years

12-14 kg

3-4 Years

15-18 kg
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Continue FLUID THERAPY and Consider:

EPINEPHRINE INFUSION

e ADULT ONLY: 1 mg Epinephrine in a 1,000 mL NS or 0.5 mg in 500 mL NS, IV/IO infusion

wide open to gravity
o Continuously reassess BP until titrated effect

o BP > 90 systolic, and/or return of distal pulses, and/or improved mental status and/or

return of distal pulses, and/or improved mental status

EMT



Initial assessment

Maintain patent airway and OXYGENATION
Acquire VS & early 12-lead EKG if clinically indicated

Establish vascular access, if indicated I

v

Generalized Allergic Reaction

¥

BENADRYL; NOT repeated
e Adult: 50 mg bolus over 2 minutes
IV/10/1M/PO
e Pediatric: 2 mg/kg bolus over 2 minutes
IV/10/IM/PO, NOT to exceed 50 mg

v

General supportive care

Moderate to Severe Allergic Reaction or Anaphylaxis

v

Dyspnea

EPINEPHRINE 1:1,000; PRN every 3-5 minutes

o ADULT: 0.3 mg (0.3 mL) IM

o PEDIATRIC: 0.01 mg/kg (0.01 mL/kg) IM

ALBUTEROL NEB; PRN every 10 minutes
e ADULT and PEDIATRIC >2: 2.5 mg in 3 mL NS

Special Considerations

- This guideline is designed to assist the prehospital
provider in navigating the treatment of a patient
with an allergic reaction or anaphylaxis.

- EMT may use Epipen auto injector if available
whenever epinephrine IM indicated.

- Consider FLUID THERAPY to treat hypotension

- Consider ATROVENT

- Lethal edema may be localized to the tongue;
uvula or other parts of the upper airway and
restrict air flow. Examine closely, and be prepared
for early intubation before swelling compromises
airway.

o If clinically indicated consider RSI, see
RSI GUIDELINE

- Be cautious when administering epinephrine in
patients >50 years of age, those with cardiac
disease, and/or those with HR >150.

o 12-lead EKG SHOULD be completed

e PEDIATRIC <2:1.25 mg in 3 mL NS

ALBUTEROL MDI;

o ADULT: 2 to 4 sprays of MDI
e PEDIATRIC: 2 to 4 sprays of MDI

Consider (severe cases)

Signs of poor perfusion

Goto BOXA

CONTINOUS NEB

e ADULT: 7.5 mg of ALBUTEROL in 9 mL via neb

e PEDIATRIC: NOT ALLOWED

Consider: Severe Cases

EPINEPHRINE INFUSION

e ADULT and PEDIATRIC: 1 mg Epinephrine in a 1,000 mL NS or 0.5 mg in 500

mL NS, IV/IO infusion wide open to gravity
o Continuously reassess BP until titrated effect

o BP > 90 systolic (> Peds Guide recommendation), and/or return of distal

pulses, and/or improved mental status
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@@- Conditioned Improved

A4

EPINEPHRINE 1:1,000; PRN every 3-5 minutes
o ADULT: 0.3 mg (0.3 mL) IM
o PEDIATRIC: 0.01 mg/kg (0.01 mL/kg) IM

DEXAMETHASONE; NOT REPEATED
e ADULT: 10 mg IV/IO/IM/PO
e PEDIATRIC: 4 mg IV/10/IM/PO

BENADRYL; NOT REPEATED
e See BOX A for dosing

Consider CPAP (if dyspnea unresolved)

e ADULT: see CPAP PROCEDURE
e PEDIATRIC: see CPAP PROCEDURE

General supportive care

EMT




Description

3

e et

e e

a. This guideline is designed to assist the prehospital provider with the treatment of various types of poisoning and
overdose victims.

b. Although there are some nuances to each individual poison and/or overdose the general treatment is
predominantly the same and includes: scene safety, maintain airway patency, treat for shock when clinically
indicated and transport to the closest appropriate facility.

e The prehospital provider is not expected to know every substance in an overdose or poisoning but rather
the general classification or toxidrome (see below).

c. Consider contacting Poison Control at 1-800-222-1222

e  Poison Control may assist in allowing a patient to stay at home for nontoxic ingestions/exposures as well
as assist in the management of toxic ingestions.

e Avrelease of care (refusal) MUST be completed if the patient is not transported

Special Considerations

a. Symptoms differ, but certain common syndromes may suggest particular toxidrome
e Different patients poisoned with the same substance may present with very different symptoms.
e Patients who have multiple substances are less likely to have symptoms characteristic of a single

T o> o b

substance

e Consider treating a suspected antihistamine overdose similar to a TCA overdose

b. There are few specific "antidotes." Product labels and home kits can be misleading and dangerous.

c. Do not neutralize acids with alkalis. Do not neutralize alkalis with acids. These "treatments" cause heat-releasing
chemical reactions that can further injure the Gl track.

d. A commonly missed external contamination is gasoline. Be sure that gasoline spilled on trauma victims is washed
off promptly and clothing removed to prevent irritant burns.

e. Inhalation poisoning is particularly dangerous to rescuers. Recognize an environment with continuing
contamination, don proper PPE, and extricate rapidly or avoid altogether.

Treat seizures per SEIZURE GUIDELINE

Treat nausea and vomiting per the NAUSEA VOMITING GUIDELINE

Specific Toxidrome Information

If the patient is presenting with withdrawal symptoms, treat per BEHAVIORAL EMERGENCY GUIDELINE

DO NOT rely on patient history of ingestion, especially in suicide attempts
If applicable, consider HAZMAT and DECON GUIDELINE

Toxidrome Mental Status Pulse RR BP Pupil Skin Temp Specific Medication
Opiate Depressed J J J Pinpoint Cool J Narcan
Sedative-hypnotic Depressed NA NA NA Normal Normal Normal NA
Sympathomimetic Agitated 1 Normal | 4 Dilated Diaphoretic 1 Benzodiazepine
Cholinergic Agitated M | Normal | M) | Dilated Diaphoretic Normal Atropine
Anticholinergic Agitated/delirium 3N ™M M | Dilated Dry 3N Benzodiazepine
Opioids Agitated 1 P 1 Dilated Normal to wet 1 Opioid
Sedative-hypnotic Normal 1 Normal 1 Dilated Wet Normal Benzodiazepine
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Initial assessment
Maintain patent airway and OXYGENATION
Acquire VS & early 12-lead EKG if clinically indicated
Identify substance

I Establish vascular access, consider FLUID THERAPY I

v

Specific Substance e@— Signs of poor perfusion —@9 General supportive care

Beta Blocker Calcium Channel Blocker T"cycmf o_r Oth?r Naf Eimial By
¢ ¢ or antihistamine with QRS >100 ms
GLUCAGON; PRN x 1 if available CALCIUM CHLORIDE; PRN every 10 minutes to a SODIUM BICARBONATE; PRN until
e ADULT: Maximum available dose MAX of 3 doses cessation of seizures or QRS
up to 5 mg IV/10 e ADULT: 1 gram slow bolus over 2 to 5 minutes shortens to <100 ms (if applicable)
e PEDIATRIC: 0.1 mg/kg |V/|O/|M |V/|0 e ADULT and PEDIATRIC >2:
e PEDIATRIC: 20 mg/kg slow bolus over 2 to 5 100 mEq bolus IV/10 of an 8.4%
IV/10; NOT to exceed 1 gram solution
OR ¢ In severe cases consider drip;
CALCIUM GLUCONATE; PRN every 10 minutes to a Mix 150 mEq (150 mL) in 1,000
MAX of 3 doses mL NS and administer at 200
e ADULT: 3 grams slow bolus over 2 to 5 minutes mL/hr
y Iv/Io
Eonsiden - o PEDIATRIC: 60 mg/kg slow bolus over 2 to 5
ATROPINE; PRN every 1 minute for minutes IV/I0; NOT to exceed 1 gram
symptom resolution

e ADULT: 1 mg bolus IV/IO V
e PEDIATRIC: 0.02 mg/kg bolus IV/IO T e g

o ADULT: Maximum available dose up
to 5 mg IV/10
e PEDIATRIC: 0.1 mg/kg IV/I0/IM

2 v

Consider (If perfusion does NOT improve in any poisoning or overdose)

EPINEPHRINE INFUSION

e ADULT and PEDIATRIC: 1 mg Epinephrine in a 1,000 mL NS or 0.5 mg in 500 mL NS, IV/IO infusion wide open to gravity
o Continuously reassess BP until titrated effect
o BP > 90 systolic (> Peds Guide recommendation), and/or return of distal pulses, and/or improved mental status

v

Consider (if refractory to glucagon AND epinephrine infusion)
CALCIUM CHLORIDE; PRN every 10 minutes to a MAX of 3 doses
e ADULT: 1 gram slow bolus over 2 to 5 minutes IV/IO
e PEDIATRIC: 20 mg/kg slow bolus over 2 to 5 IV/10; NOT to exceed 1 gram
OR
CALCIUM GLUCONATE; PRN every 10 minutes to a MAX of 3 doses
e ADULT: 3 grams slow bolus over 2 to 5 minutes IV/IO
e PEDIATRIC: 60 mg/kg slow bolus over 2 to 5 minutes IV/IO; NOT to exceed 1 gram
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ning-and Over

Organophosphate Stimulant Carbon Monoxide Opioid
| l, Vv
SLLLIEE ST e Cardiac Arrest
| Treat per
BEHAVIORAL
Consider scene safety EMERGENCY NALOXONE; PRN until desired effect
GUIDELINE e ADULT: 0.5 to 1 mg bolus
¢ IV/10/IM/IN
e PEDIATRIC:

ATROPINE; PRN every 1 minute for

>20 kg: 0.5 mg bolus IV/IO/IM/IN

symptom resolution Treat per MEDICAL CARDIAC titrate up to 2 mg TOTAL
* PEDIATRIC: 0.05 mg/kg bolus IV/IO e —— IV/IO/IM/IN up to 2 mg

Consider (If available AND
suspected cyanide)
CYANOKIT PRN x1

e ADULT: 5 gram IV/IO

o PEDIATRIC: 70 mg/kg IV/10

v

SpCO >15%

General
supportive
care

Administer 100% FiO,
General supportive care
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Maintain patent airway and OXYGENATION
Acquire VS & early 12-lead EKG if clinically indicated

Initial assessment

v

Symptomatic Hypoglycemia <60 mg/dL

v

Able to follow commands and maintain airway

ORAL GLUCOSE; PRN every 10 minutes
e ADULT and PEDIATRIC: 1 to 2 full
tubes or 15 to 30 grams buccal

|

Patient Improved

General supportive care

v

I Establish vascular access I

v

Vascular access successful

Symptomatic Hyperglycemia

I Establish vascular access I

‘ FLUID THERAPY; PRN until improved perfusion

e 20 mL/kg NS IV/10

I Cardiac Monitor and 12-Lead EKG I

v

General supportive care

GLUCAGON; NOT repeated
e ADULT: 1 mgIM
e PEDIATRIC: 0.5 mg IM

DEXTROSE; PRN after 10 minutes until improved
mental status or BGL >60
e ADULT: 12.5 to 25 grams IV/IO bolus
o PEDIATRIC <13 Years:
o 10 mL/kg of a 10% solution 1V/IO, slowly over 10
minutes or until patient condition improves
o To make 10% dextrose: Add 25 grams of
dextrose 50% solution to 250 mL (or 50 grams in
500 mL) of normal saline.

E007 Revised: 11/14/2018

Special Considerations

- This guideline is designed to assist the prehospital provider in navigating
the treatment of a patient with diabetic emergency.

- DO NOT let alcohol confuse the clinical picture. Alcoholics frequently
develop hypoglycemia.

- Hyperglycemia may aggravate cerebral edema in a patient with a cerebral
vascular accident. A BGL should always be determined prior to
administration of glucose.

- Hyperglycemia is treated with fluids. These patients are volume depleted,

glucose will begin to clear with adequate hydration

- If hypoglycemic patients have returned to baseline and wish to refuse care

make certain that the patient eats complex carbohydrates and that there is
someone to observe them for repeat hypoglycemic episodes. See REFUSAL
GUIDELINE

- If symptoms do not resolve after treatment, consider other causes
- A sugary juice mixture or similar product can be substituted for ORAL

GLUCOSE

EMT




Receiving Facility Capabilit
Check Availability with EMResource

Pregnancy
<23 Weeks
Pregnancy
> 23 Weeks

Initial assessment
Maintain patent airway and OXYGENATION
Acquire VS & early 12-lead EKG if clinically indicated

v

Active Labor

® o

Vaginal Bleeding

i General supportive care

If signs of poor perfusion, see HEMORRHAGIC SHOCK GUIDELINE

\ 4

Crowning

e Collect placenta in plastic bag and bring to hospital.
Do not pull cord to facilitate placenta delivery and do
not delay transport awaiting placenta delivery.
o [f the perineum is torn and bleeding, apply direct
G

pressure with sanitary pads

o Perform Fundal massage and encourage mother to
breast feed. Signs of poor perfusion see
HEMORRHAGIC SHOCK GUIDELINE Prepare for delivery, see NEONATAL RESUSCITATION GUIDELINE

eneral supportive care

Special Considerations
- This guideline is designed to assist the prehospital provider in navigating the treatment of a patient with an OB/GYN emergency
- Patient with prolapsed cord should be placed in left lateral recumbent position in Trendelenburg. The knee-chest position is generally
described as the preferred position, but seems difficult to perform safely in a moving vehicle. If adequate restraints are available to
comfortably and safely restrain, knee-chest may be preferred.
- Breech presentation should be placed in the knee to chest position
- Supine hypotension occurs after 20 weeks in some women, due to compression of the Inferior Vena Cava by the gravid uterus. The left lateral
recumbent position is optimum for avoiding this.
- Treat seizures per SEIZURE GUIDELINE
- Treat pain per PAIN MANAGEMENT GUIDELINE
- Treat nausea/vomiting per NAUSEA VOMITING GUIDELINE
- Any pregnant patient involved in a MVC should be seen immediately by a physician for evaluation and fetal monitoring.
- Consider transport to the closest emergency department for any one of the following conditions;
o Abnormal presentation
o Severe vaginal bleeding
o Cardiac arrest with gestation >23 weeks
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Receiving Facility Capability

Condition PMC SFMC MC MN

Pregnancy

<23 Weeks

Check Availability with EMResource =
GV CH ‘ -
A/P|A/P A

A/P A/P

Pregnancy X
> 23 Weeks

A/P A/P A/P X

A/P| A/P A/P A/P P
A=Adult, P= Pedlatrch Does not accept

e <
> -ﬁ —

"Bigme-:eié; :

Initial assessment

Maintain patent airway and OXYGENATION
Acquire VS & early 12-lead EKG if clinically indicated

v

Type of Complication

| |
Breech Cord Presentation
|

eNever attempt to pull infant from vagina by legs

oIF legs are delivered gently elevate trunk and legs to aid delivery
of head

eHead should deliver in 30 seconds. 